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YSMENORRHEA is a subjective symp- 
tom of pathological menstruation. The 
multiplicity of the theories on the etiology 

and pathology of this very common condition 
leads one to question their validity and to real- 
ize the crying need for a more thorough under- 
standing of the subject. 


OCCURRENCE 


The occurrence of dysmenorrhoea varies with 
the age, sexual relations (101), parity, pelvic 
pathology, station in life, type of occupation, and 
physical development of the patient. Accord- 
ingly, the number of cases which different gyne- 
cologists see depends largely upon the class from 
which they draw their practice. As Emil Novak 
says, the frequency of dysmenorrhcea is of little 
importance because it involves the frequency of 
pelvic pathology. Next to sexual relations, which 
seem to allay dysmenorrhoea, age is the most 
important single factor in its occurrence. The 
older the unmarried woman, the more apt she 
is to have painful menstruation. 

Chisholm (18) reports that 58.8 per cent of girls 
and Hedge (cited by Novak, 104) that 68.8 per 
cent of girls are free from pain, but this symp- 
tom is complained of by 77 per cent of women 
(Chisholm, 18), 93 per cent of poor, overworked 
factory women (Morton, roo), and 75 per cent 
(Kelly, cited by Novak, 104), 50 to 80 per cent 
(Block, 8), 80 per cent (Meaker, 97), 86 per cent 
(Gibbons, 46), 60 per cent (Kermauner, 79), 47 
per cent (Behan, 5), or 40 per cent (Royston, 
118) of college women. 


ETIOLOGY 

The production of pain during menstruation 
has been variously attributed to certain anatom- 
ical and mechanical factors of general or local 
nature, chief among which are vascular, ob- 
structive, nervous, muscular, ligamentous, func- 
tional, inflammatory, and nasal disturbances. 
Special attention is given to membranous dys- 
menorrhcea and intermenstrual pain. 

Vascular disturbances. That the pain is due to 
hyperemia or local congestion is asserted by 
Novak (105), Smith (128), Scanzoni (cited by 
Novak, 104), and Hulbert (cited by Kermauner, 
79). In the opinion of Pozzi (cited by Smith, 
128), this congestion may be caused by varicocele 
of the pampiniform plexus with resulting atrophy 
of the ovary. According to Tobler (135), passive 
hyperemia may be caused by unhygienic habits, 
such as long standing, sitting, etc.; tight clothing; 
and chronic constipation. Active hyperemia 
may be caused by overexertion, onanism, erotic 
presentations, too frequent intercourse, and path- 
ological conditions such as chlorosis. 

Tobler states that the factors giving rise to 
normal menstruation are normally developed 
sexual organs with menstrual hyperemia, while 
those giving rise to secondary and sometimes also 
to primary dysmenorrhcea are normally developed 
sexual organs with active or passive hyperemia 
and menstrual congestion. Conditions which 
cause primary dysmenorrhcea are incomplete de- 
velopment of the uterus with normal or path- 
ological menstrual congestion with or without 
venous stasis. 
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Various explanations have been given for the 
method by which vascular disturbances produce 
pain. Gibbons (46) concludes that the pain is 
due to the tearing of the subperitoneal nerves by 
the subperitoneal vascular filling. The swelling 
and congestion of the ovary in the presence of ova- 
rian inflammation will cause pain from disten- 
tion. Theilhaber (cited by Tobler, 135), Menge 
(cited by Tobler, 135), and Schultz (123) state 
that the uterine contractions are in proportion to 
the filling of the blood vessels. The uterus must 
contract to force the blood out of its vessels into 
those of the small of the back, to restrict the bleed- 
ing to the uterine cavity, and to force the blood 
from the uterus into the vagina. When the muscle 
is underdeveloped, the blood collects in larger 
quantities. In aplasia of the uterus and ovary 
there is no or only scant menstrual molimina. 
When the uterus is of the puberty type, the 
menstrual distress is extreme. When the small 
uterus is stretched by the blood, pain is the result, 
the blood not being able to pass through the small 
opening. ‘“Kapselspannungschmerz” is due to 
the stretching of the capsule by the increased 
blood. Another theory attributes the pain to the 
contraction of insufficiently developed uterine 
muscle upon the filled veins (Kermauner, 79). 

Obstructive disturbances. The second etiological 
factor in dysmenorrhcea is obstruction. Many 


investigators, including Sims (cited by Ker- 


mauner, 79), Gusserow (cited by Kermauner, 79), 
Mackintosh (cited by Schultz, 123), Simpson 
(cited by Schultz, 123), Smith (128), Kennedy 
(78), and Novak (105) have established that pain 
may occur as the result of the contraction of the 
uterus upon the retained menstrual débris or 
regurgitation of the blood through the tubes 
(Weckman, 139). Obstruction to the flow may 
be due to clots (Novak, 105; Polano, 107), 
amputation or faulty repair of the cervix, malig- 
nancy or other tumor formation of the cervix or 
uterus, inflammation (Kennedy, 78), cervical 
stenosis, or infantile uterus (Polano, 107). 
Nervous disturbances. Many writers stress the 
neuropathic aspect of the disease. This they place 
either alone or in combination with other factors 
as a very important characteristic of women 
suffering from dysmenorrhoea. Patients show a 
marked difference in their ability to endure mild 
or severe pain. Stolper (133), Garretson (44), 
Eppinger (cited by Rothrock, 116), and Hess 
(cited by Rothrock, 116) explain the pain on 
the basis of vagus overstimulation or vagotonia 
which, they assert, may becaused by compensatory 
exhaustion of the thyroid or suprarenals, or both, 
or by overaction of the pituitary, but there seems 
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to be little evidence to substantiate these state- 
ments. However, a neuralgic form, a nervous 
irritability, a neuropathic tendency, and a func- 
tional disturbance of the nervous system have 
been observed by Rothrock (116), Theilhaber 
(cited by Tobler, 135), Menge (cited by Tobler, 
135), Kroenig (cited by Tobler, 135), Herman 
(69), Scanzoni (cited by Kermauner, 79), Hulbert 
(cited by Kermauner, 79), Tobler (135), Schultz 
(123), and Smith (128). According to Scanzoni 
(cited by Kermauner, 79), Herman (69), and 
Royston (118), these are caused by or associated 
with anemia, constriction of the cervix, occupa- 
tion, poor nourishment, or mental depression. 
That the condition is a stigma of hysteria is the 
conjecture of Vedeler (cited by Schultz, 123), 
Kolischer (82), and Polano (107). These ob- 
servations are more or less a matter of opinion 
since they have little anatomical, pathological, or 
physiological foundation. 

Muscular disturbances. Polano (107) and 
Gusserow (cited by Kermauner, 79) refer to 
infantile uterus as of importance in producing 
pain at menstruation. Hypoplasia of the uterus 
with inelasticity of the underdeveloped muscle 
apparently causes painful contractions. Gibbons 
(46) and Herman (60) state that there is only one 
type of dysmenorrhcea, the spasmodic. This they 
attribute to contractions of the uterus of clonic 
or tonic type. Theilhaber (cited by Tobler, 135) 
believes that spastic contractions of the circular 
fibers of the internal os are responsible for dys- 
menorrhoea in women with a predisposition to 
abnormal nervous irritability. Menge (cited by 
Tobler, 135) states that the uterus is normally 
in rhythmic contraction and that the contractions 
become painful in the presence of an easily 
irritated nervous system, pathologic changes in 
the genital organs, or functional disturbances 
of the nervous system. In young women who 
have suffered from infections of the genital tract 
or acute infectious diseases, the cervix may show 
a contracted, hard, scarred tissue formation 
which suggests gristle. This contraction and 
stenosis of the canal causes the congestion of 
menstruation to swell the mucosa until it causes 
contractions of the entire uterine muscle with 
resulting dysmenorrhcea. In like manner, con- 
strictions of the internal os, external os, or neck, 
and displacements of the uterus may cause painful 
contractions of the uterine muscle as noted by 
Kalledey (76). 

Functional disturbances. Dysmenorrhoea may 
have a functional origin. In Novak’s opinion, 
(105), it may be a menstrual colic, possibly a 
menstrual crisis. Menstruation is dependent 
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upon the internal secretions, especially the 
corpus luteum, and variations in these hormones 
roduce variations in the symptoms (Rothrock, 
116). Fraenkel (35) advances the theory that 
deficiency of tryptic ferment in the secretions of 
the uterus allows the blood to clot, and that 
pain is caused by the effort to expel the clots. 

Any of these variations would probably be 
dependent upon disturbances of endocrine meta- 
bolism. 

Ligamentous disturbances. According to Gib- 
bons (46), Lennander seeks the cause of dysmen- 
orrhoea in the loose pelvic tissues, especially the 
ligaments of the uterus. 

Inflammations. The type known as congestive 
dysmenorrheea or dysmenorrhoea secondary to 
hyperemia has been attributed to inflammation. 
If this were true, pain radiating from the ovary 
during menstruation would be due to inflamma- 
tion of the ovaries, tubes, peritoneum, or ad- 
hesions. Pozzi (128), Smith (128), and Polano 
(107) believe that pain centered in the uterus 
would be produced by uterine inflammation. 

Nasal dysmenorrhea. Because in the lower 
animals, smell is prominent in sexual excitement, 
the belief is prevalent that the genitals are re- 
lated to the nose. In the opinion of Fliess (cited 
by Kermauner, 79) the connection between the 
nerves of the nose and those of the genitals is 
demonstrated by the results of the nasal treat- 
ment of dysmenorrheea. Kolischer (81) does not 
associate the so-called genital spots with dys- 
menorrhoea and many authors in recent work 
question this point, in spite of the numerous ob- 
servations reported. They claim that the appli- 
cation of cocaine to the nasal mucosa may have a 
general effect, and that when cauterization gives 
relief, it does this probably by relieving some 
underlying condition such as hysteria. 

Membranous dysmenorrhea. The mechanism 
of membranous dysmenorrhoea is of much the 
same origin as is that of other types. Hitsch- 
mann and Adler (68, 69, 70), who have made the 
latest contribution to this subject, believe that 
the condition is an exaggeration of the normal 
process which allows the mucosa to hypertrophy, 
the membrane being separated in one case by the 
contractions of the uterine musculature and in 
another by destruction of the spongy layer of the 
mucosa with stripping of the mucosa by the re- 
sulting hemorrhage. This theory appeats to be 
reliable and refutes the views of Ascheim (1) and 
Polano (107) with regard to the inflammatory 
origin of the disorder. 

[ntermenstrual pain. In the opinion of Rosner, 
Fehling, Palmer, and Addinsell (cited by Novak, 


104), intermenstrual pain occurs usually at the 
time of ovulation and is due to an inflammatory 
thickening of the ovary associated with chronic 
inflammation of the tubes, uterus, and surround- 
ing tissues or chronic pelvic congestion. Drennan 
(cited by Novak, 104) attributes the pain to the 
escape of the non-impregnated ovum through the 
cervical canal, but this seems questionable be- 
cause of the microscopic size of the ovum. 

It is obvious, therefore, that the etiology of 
dysmenorrhcea or the mechanism of the produc- 
tion of pain during menstruation is as varied as 
the pathology. At any rate, the etiological fac- 
tors to attract most attention are the condition 
of the blood supply to the parts, the patency of 
the uterine canal, the patient’s functional and 
neural soundness, the condition of the uterine 
ligaments and musculature, and the presence or 
absence of inflammation or membrane indicating 
functional derangement. The close interrelation 
of these etiological factors makes it probable 
that several of them are involved in any one case. 


PATHOLOGY 


In reviewing the various pathological conditions 
to which dysmenorrheea is attributed, it appears 
that pain during menstruation indicates a definite 
pathological change, either local or general. It 
is merely a symptom and therefore should 
stimulate a careful search for the cause. 


Endocrine Pathology 


First consideration should be given to the 
endocrine metabolism upon which menstruation 
is dependent and to the variations which can 
easily produce menstrual molimina. The endo- 
crines are so intimately related that it is difficult 
to separate them even in considering their various 
functions. A knowledge of the function of the 
endocrine organs and of their effect upon the 
organism, especially the pelvic organs, leads to an 
understanding of their direct and indirect action 
upon menstruation. 

Ovary. Much that has been written regarding 
the ovary relates to the corpus luteum, but it is 
only in recent studies that the activity of the 
corpus luteum has been differentiated from that 
of the other structures in the ovary. In the 
following discussion this distinction is taken into 
consideration. 

Anatomy: There are two nerve supplies in the 
ovary, the splanchnic and the sympathetic. They 
enter at the hilus and course around the ovary. 
In general, they stand in relation to the vessels, 
passing into the follicular apparatus and then 
either passing out again or terminating at that 
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point. There are definite end-organs on these 
terminations to the membrana propria, and at 
times ganglion cells are found, indicating the 
activity of the sympathetic system in the ovary. 
These large ganglia have many neurofibrille and 
dendrites which connect with the ovary (Aschner, 
3; Wallart, 138; Brill, rz). 

The function of the ovary may be considered 
in its relation to physiological processes and to 
other organs. The physiological processes with 
which it is most intimate are menstruation, the 
menopause, the changes in the body following 
odphorectomy, pregnancy, abortion, coagulation 
of the menstrual blood, vasomotor changes, and 
dysmenorrhcea. 

Functional relation to physiological processes: 
It is generally conceded that under normal 
conditions the ovary is the influence controlling 
menstruation. All the endocrines induce changes 
in this function, but the menarche and meno- 
pause mark the onset and completion of the 
activity of the ovary. Hirst (67) notes that 
delayed menstruation may be hastened by extract 
of the whole ovary. When a patient continues to 
menstruate after removal of the ovaries, some 
portion of an ovary has been left in the abdomen 
(Novak, 104; Findley, 33). These observations 
tend to show ‘hat the ovary is the most important 
element in menstruation. 

Removal of the ovaries or cessation of their 


activity induces the menopause. The symptoms 
which are frequently complained of at this time 
are of endocrine origin. Novak (104) states that 
in the surgical menopause the severity of the 
symptoms has no relation to the patient’s age, 
but other writers report that the younger the 


patient the more severe the reaction. The 
symptoms are due mainly to persistence of the 
action of the thyroid which, in the absence of 
the supposed action of the ovary, stimulates the 
pituitary and adrenals and thus produces the 
vasomotor changes typical of this period. Relief 
may be obtained by the use of ovarian extract 
(Hirst, 67; Morley, 99; Hirsch, 66). Mental dis- 
turbances are apt to occur especially with the 
surgical menopause (Gordon, 49). 

Ablation of the ovaries causes diminution in the 
quantity of phosphates excreted in the urine, a 
temporary variation in the nitrogen metabolism, 
a diminished intake of oxygen and output of 
carbon dioxide, and a gain in weight. As shown 
by Hill’s (64) experiments, all of these changes 
may be remedied in part by the injection of 
ovarian extract. 

Frank (39) believes there is hyperactivity of 
the ovary during pregnancy. 
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After the sixth week of pregnancy, the ovaries 
may be removed without causing abortion. 
Ovarian deficiency before the sixth week has 
been found to cause abortion; the remedy is 
autotransplantation of the ovaries or the ad- 
ministration of ovarian extract. In cases in 
which transplantation has been done there have 
been a few takes and in two instances pregnancy 
occurred after the operation. Heterologous 
transplantation has not been successful. Trans- 
plantation is not considered dependable, but the 
tisk of the operation is not increased by tucking 
the ovary into a pocket in the muscle, and occa- 
sionally this relieves the artificial menopause or 
prevents abortion before the sixth week of 
pregnancy (Bell, 7; Novak, 104; Chalfant, 16; 
Martin, 92; Frank, 39). 

Schickele’s experiments show that in the ovary 
more than in the uterus, in the uterine mucosa 
more than in the myometrium, and in the 
myometrium more than in myomatous structures, 
there is a substance which reduces the coagulabil- 
ity of the blood. Blood mixed with a few drops 
of menstrual serum will remain uncoagulated in 
a glass for a week. 

The same substance will cause a vasodilatation 
of peripheral vessels. The conclusions are that 
the ovaries are responsible for a great deal of 
the bleeding from the uterus, but there is such a 
complication of factors that much study is re- 
quired to explain certain cases satisfactorily. 

Dysmenorrhcea has been attributed also to 
hypofunction of the ovary, and in some cases 
the administration of ovarian secretion or whole 
ovary gives good results (Block, 7; Kalledey, 76; 
Dalché, 24). 

Functional relation to other organs: The 
organs with which the ovary has interaction 
are the genitals, breasts, and adrenal, pituitary, 
pineal, thymus, and thyroid glands. These are 
the organs with which the study of menstrual 
processes is chiefly concerned. 

Odphorectomy before puberty has not been 
done in the human female, but the results in 
animals indicate that after this operation the 
genital tract remains undeveloped. Hypofunc- 
tion in the adult produces atrophy of the external 
genitals. It is found that injections of ovarian 
extract slightly check the atrophy of the genitals 
following odphorectomy. As reported by various 
authors, injections of ovarian extract exert a 
definite influence on the genitals as shown by the 
results in the treatment of kraurosis vulve. ‘The 
vessels of the genitals become dilated and the 
growth of the genital organs is stimulated. Ap- 
parently this substance is present also and in 
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more potent form in the placenta. It may be 
extracted by water and heat or by alcohol and 
ether. Experiments on animals demonstrate the 
hyperemia and growth stimulus produced by 
these extracts. These observations are based on 
the studies of Novak (104), Graves (52), Herr- 
mann (63), Kalledey (76), Schickele (121), and 
Fellner (cited by Aschner, 2). The ovary exer- 
cises a developing influence upon the tubes, 
uterus, and mamme. Halban asserts that when 
the ovary is present any of these organs will 
grow and function after transplantation, but that 
in the absence of the ovary they will atrophy. If 
the ovary is removed before puberty, the uter- 
us and tubes do not develop. After maturity, 
osphorectomy does not influence the breasts. 

Ovarian function apparently exerts a cyclic 
stimulation on the breasts. In the opinion of 
Herrmann (63), Aschner (2), Frank (39), and 
Novak (104), this accounts for the changes 
occurring in the breast during pregnancy. 

Varaldo (136) states that pregnancy produces 
resistance, and odphorectomy, diminution of 
resistance to injections of adrenalin. Repeated 
injections cause macroscopic diminution in the 
volume of the ovary. Gradual adrenalin poison- 
ing causes microscopic changes in the ovary 
whereby the glandular element is replaced by 
connective tissue. The adrenals seem to act 
inversely to the ovary. According to McAuliff 
(95), hypertrophy of the one leads to atrophy of 
the other. 

Removal of the ovaries may be followed by 
acromegaly or overgrowth of the pituitary, as 
noted by Goldstein (48), Graves (52), Cohn 
(20), and Roessle (114). This shows that the 
pituitary is antagonistic in action to the ovary, 
the one neutralizing the other. The pituitary 
appears to act inversely to the ovary. McAuliff 
(95) states that hypertrophy of the one leads to 
atrophy of the other. Frank (39), Garretson 
(44), Schickele (121), Graves (52), and Kalledey 
(76) believe that hypofunction of the ovary 
may be secondary to hypophyseal disturbances; 
that ovarian extract may be given for hyper- 
pituitarism; and that the effects of ovarian ex- 
tracts can be counteracted by pituitrin. In a 
series of forty-one cases in which the symptoms 
were ascribed to ovarian hyperfunction, the 
bleeding was checked by the use of pituitrin. As 
pituitrin has been found of value to check uterine 
hemorrhage in obstetrical cases, its effect in these 
forty-one cases may have been due to its action 
on the uterine muscle. 

The pineal gland atrophies at the time of pu- 
berty and is reported by McAuliff (95) as acting 
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inversely to the ovary, hyperactivity of the one 
leading to atrophy of the other. These state- 
ments apply also to the thymus. 

Hyperthyroidism seems responsive to treat- 
ment with ovarian extract, since ovarian feeding 
decreases the size of the thyroid (Garretson, 44; 
von Graff, 51). According to McAuliff (95), 
the thyroid is antagonistic to the ovary and 
hypertrophy of the one leads to corresponding 
changes in the other, but the evidence does not 
completely corroborate this conclusion. 

Hyperfunction: Hyperfunction of the ovary is 
usually not noticed clinically before puberty. 
It leads to menorrhagia and metrorrhagia in the 
adult and to premature sexual development in 
children. Overfunction of the ovaries may cause 
osteomalacia, as observed by Cohn (20), Novak 
(104), and Frank (39). Eighty-seven per cent 
of cases of osteomalacia during pregnancy and 
93 per cent of cases in which the condition oc- 
curs during the puerperium can be cured by 
removal of the ovaries. In Frank’s (49) ex- 
perience, adrenalin injections cure 20 per cent. 
Frank classifies ovarian hyperfunction clinically 
as follows: 

1. Congenital type. This is indicated by pre- 
cocious menstruation and precocious puberty, 
and may be associated with ovarian, pineal, or 
adrenal cortex tumor. 

2. Puberty type. Hyperfunction in early 
puberty causes short extremities and a long 
trunk and severe menorrhagia or metrorrhagia. 

3. Adult type. The primary factor is evidently 
thyroid deficiency. The condition must be differ- 
entiated from pelvic inflammatory, general, and 
syphilitic conditions. 

4. Preclimacteric type. This presents the 
same characteristics as the adult type. 

5. Secondary type. Transitory menorrhagia 
and metrorrhagia are associated with early stages 
of Grave’s disease and may occur after thy- 
roidectomy. This hyperactivity of the ovary is 
followed by aplasia. 

Hypofunction: In adults, hypofunction of the 
ovary leads to amenorrhcea. In children it pro- 
duces infantilism. There may be amenorrhcea 
with obesity, genital] aplasia, and status lymphat- 
icus. Godbey (47) claims that in hypofunction 
of the ovaries the onset of menstruation may be 
normal and the flow may occur normally for 
four or five years but is then discontinued with 


possible imperfect development of the sex char- 
acteristics. Frank (39) classifies hypofunction 
clinically as: 

1. The congenital type. This is associated 
with deficiencies in other organs. 
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2. The primary type. This is associated with 
local atrophy, nervous symptoms, decreased 
sugar tolerance, increased adrenalin glycosuria, a 
relative neutrophilic leucopenia and lympho- 
cytosis, a decrease in the eosinophiles, increased 
coagulation time, increased lipoid content, and 
a change in the reaction to drugs (Frank, 309, 
and Aschner, 3). In five of twenty-five cases 
of hypofunction the lipoids were normal or de- 
creased. They were determined by mixing 1 
c.cm. of blood or serum with ro c.cm. of 95 per 
cent alcohol and adding distilled water to 5 
c.cm. of the filtrate, drop by drop, till clouding 
occurred. As reported by Zoeppritz (143), the 
number of drops necessary to produce clouding 
determines the concentration of the lipoids. 

3. Thesecondary type. This is associated with 
Grave’s disease, hypophyseal disturbances, Addi- 
son’s disease, and persistent thymus. 

Ovarian insufficiency may occur at the men- 
opause or may be due to surgical removal of the 
ovaries. The menopausal symptoms are given 
by Bell (7) and Aschner (3) as psychic (mental 
irritability or instability); vasomotor (flushing, 
sweating, chills, cardiac and intestinal distress) ; 
and metabolic (deposition of fat and retention 
of calcium salts). 

Extracts: Extracts of the ovary are used by 
various practitioners in the treatment of late 
development of puberty, infantilism, obesity and 
amenorrhcea, and irregular menstruation and 
menorrhagia of youth. These extracts are sup- 
plied in powders, compressed tablets, and am- 
poules for intravenous injection. Intravenous in- 
jection is the best method; the injections should 
be given in series of twelve, twenty-four, or thirty- 
six, one being given daily for two to four weeks 
and then at intervals of from two to five days 
for two or more months. Usually considerable 
time elapses before the results are noted (Hirst, 

Corpus luteum: The lutein cells are developed 
from the granulosa cells of the follicle. The 
paralutein cells are derived from the theca in- 
terna. According to Frank (38, 39), the develop- 
ment of the transitory body, the corpus luteum, 
takes place in a four-stage cycle: 

1. Proliferation. The theca externa is vascular, 
the theca interna has lipoid-containing cells, and 
the granulosa epithelium becomes stratified. 

2. Vascularization. The theca externa and in- 
terna are essentially unchanged. The granulosa 
cells are distended with lipoid and lutein contents. 

3. Ripeness. The theca interna is barely dis- 
tinguishable from the externa. The granulosa 
has become what is known as “lutein cells” 


which are arranged as the cortex of the adrenal 
and are roofed off by the connective tissue. 

4. Regression. The clot fills with connective 
tissue, the lutein cells become small and vacuo- 
lated, and the vessels become narrow. Kreis has 
compared the arrangement of the capillaries of 
the corpus luteum to those of the liver. 

Marcotty (91) and Fraenkel (35) find that the 
corpus luteum forms midway between two 
periods, while Herrmann (63) observes that the 
bursting of the follicle allows the corpus luteum 
to attain its maximum growth eight days later. 
When menstruation begins, the corpus luteum 
begins to retrogress, and when menstruation 
ceases, the corpus luteum re-forms. Persistence 
of the corpus luteum prevents the occurrence 
of menstruation; Frank (39) and Herrmann (63) 
found that it inhibits ovulation. The corpus 
luteum, like the uterine mucosa, is cyclic, and the 
latter depends upon the former. Loeb (cited by 
Herrmann, 63), after extirpating the corpora 
lutea in guinea pigs within the first seven days 
following ovulation, found that the next ovulation 
occurred earlier whether pregnancy occurred or 
not. Three weeks after ovulation, when the 
uterus is smallest and the mucosa thinnest, the 
corpus luteum spureum is beginning to cicatrize. 
When ripening of one follicle reaches a certain 
stage, the development of others is inhibited 
until the cycle is complete. Inactivity of the 
corpus luteum is said to produce a new ovum. 
Artificial impregnation apparently takes best 
eighteen days after the onset of menstruation in 
the twenty-eight-day cycle and on the eleventh 
day in the twenty-one-day cycle, the ovum re- 
quiring eight or nine days to travel the tube. 
These observations have been made by McDon- 
ald (96), Miller (98), and Frank (39). 

Of interest in this connection is the relation of 
ovulation to menstruation. In an effort to find 
out whether or not ovulation occurs with men- 
struation Leopold and Mironoff (85) studied 
forty-two of a possible 215 pairs of ovaries. A 
careful history, especially of menstruation, was 
taken and the ovaries were thoroughly sectioned 
and carefully examined. It was discovered that 
thirty of the women had ovulated at menstrua- 
tion and twelve had ovulated at times other 
than that of menstruation. Riebold (111) found 
that usually menstruation is associated with ovu- 
lation but that these processes may take place 
independently of the uterine hemorrhage. | rank 
(39) states that the pre-cestrus may be coincident 
with maturation of the follicle, but does not 
accept this as proved. (Estrus may occur with 
or without ovulation. Frankl (41) says that the 
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death oi the ovum is marked by the rupture or 
disappearance of the corpus luteum. When the 
old secretion disappears, the menstrual flow 
begins again. Absence of the corpus luteum causes 
menstruation (Geist, 45; Frankl, 41). 

Chemistry: In the function of menstruation 
the basic factor is probably the chemistry of 
the corpus luteum. According to Miller (98), the 
corpus luteum of pregnancy differs from the cor- 
pus iuteum of menstruation in that it contains no 
fat. Marcotty (91) states that with active cell 
formation and mitoses there is possible degenera- 
tion of the organ, and that fat is already present 
in the corpus luteum early in the premenstrual 
stage. Fat infiltration takes place first in the 
theca lutein cells beginning in the periphery and 
then occurs in the granulosa cells. In the later 
stages the theca lutein cells are poor in fat. The 
fat consists of neutral fats, cholesterin com- 
pounds, cholesterin, and phosphates. Cholester- 
inemia tends more toward menstruation than 
does lecithinemia. Menstruation is not only a 
cellular, but also a chemical, abortion. 

The corpus luteum contains trypsin, lipase, 
erepsin, and amylase. In experiments by Halban 
and Frankl (57), Frank (40), and Aschner (2). 
injections of trypsin produced changes in the 
uterus similar to those of cestrus. 

Aschner (2) intimated that the presence of 
trypsin in the ovary is an important factor 
responsible for the non-coagulating character of 
the menstrual blood. Schickele found a substance 
in the internal genitalia which reduced the co- 
agulability of the blood and caused dilatation 
of the peripheral vessels. 

The experiments of Halban and Frankl (57) 
demonstrated that trypsin prevents or delays the 
coagulation of the blood. Following menstruation 
no trypsin is present in the uterus. At the time 
of menstruation the blood of the body remains 
unaltered as regards coagulation, but the uterine 
flow is almost uncoagulable. Cristae and Denk 
(21) state that if the blood passes through the 
uterine cavity without passing through the uter- 
ine mucosa, it will coagulate. 

Frank (40) and Halban and Frankl (57) 
associate the presence of trypsin also with the 
formation of the decidua-like cells of the pre- 
menstrual: stage. The injection of trypsin into 
the uterus produces changes in the uterine mu- 
cosa similar to those of cestrus. It is thought 
that these cells are formed by the trypsin fer- 
ment in the uterine glands preceding menstrua- 
ton. 

The remaining studies of the chemistry of the 
corpus luteum suggest a two-fold action of this 


body. Guggisberg (54) states that the corpus 
luteum has a variable action, at one time stim- 
ulating, and at another checking, the flow. 
In a careful study of a small series of cases, 
Novak (102) found that patients with a surplus 
of paralutein cells gave a history of irregular 
bleeding. This led him to the conclusion that the 
secretion from these cells differs from that of the 
lutein cells, the one probably controlling menstru- 
ation and the other the implantation of the ovum. 
Experimental work based on this theory which 
was conducted in the laboratory and then elab- 
orated in fourteen clinical cases showed that the 
corpus luteum contains two substances, luteolipoid 
and lipamin. The luteolipoid checks hemorrhage 
and diminishes the coagulation time, while the 
lipamin, a lipoprotein, prolongs the coagulation 
time and increases hemorrhage. When the fol- 
licle ruptures, the corpus luteum forms. The 
early corpus luteum, which contains an excess of 
lipamin, causes the blood flow of the period, 
while the late corpus luteum, which contains an 
excess of luteolipoid, checks the flow. Injections 
of lipamin once to three times daily over a period 
of from three to eight days causes a profuse flow 
at the next period and this can be checked by 
one or two injections of luteolipoid (Seitz, Wintz, 
and Fingerhut, 126). 

If the data in the preceding four paragraphs 
are correct—and they seem to be confirmed by 
experimental and clinical evidence—the con- 
clusion is permissible that following ovulation 
and the beginning of the formation of the corpus 
luteum the ferment trypsin is formed in the 
uterine glands, perhaps by stimulation of the 
paralutein cells. This ferment in turn stimulates 
the formation of decidua-like cells in the uterine 
mucosa and dilatation of the peripheral vessels 
of the part. The gradual increase in the trypsin 
leads to increased permeability of the vessels; 
therefore when the paralutein cells have reached 
the culmination of their development, the bleed- 
ing of menstruation begins. The mechanism of 
this flow is at first a diapedesis governed by the 
trypsin in the glands of the uterus which prevents 
coagulation. If the blood collects in such large 
quantities as to rupture some of the vessels, 
hemorrhage may take place also through rhexis. 
When this occurs, the blood does not come into 
contact with the trypsin in the glands, and 
clotting therefore occurs. With the onset of 
menstruation, the lutein cells become prominent 
and the paralutein cells begin to retrogress. The 
secretion from the lutein cells checks the hemor- 
rhage and stops the flow. Following menstruation 
there is no trypsin in the uterine glands. 
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Functional relation to physiological processes: 
The ancestrus or first stage of the cestrus cycle is 
characterized by a single layer of epithelium and 
a delicate pale connective tissue stroma. During 
the pro-cestrum, the uterus is larger and con- 
gested, the epithelium hypertrophies, the blood 
vessels of the connective tissue are engorged, 
and the glands become large and tortuous. The 
premenstrual period is characterized by extreme 
swelling of the glands with secretion and the for- 
mation of decidua-like cells. During cestrus, 
multiplication of the epithelial cells covers over 
denuded portions of the uterine wall. It is gen- 
erally accepted that this function is governed by 
the corpus luteum. 

It has been demonstrated by experimenta- 
tion that the growth of the decidua-like cells is 
dependent upon the presence of a foreign body 
in the uterus only if a corpus luteum is present, 
not otherwise. Loeb (cited by Frank, 36) found 
amitotic nuclear proliferation on the fifteenth 
day after the formation of the corpus luteum. 
Very extensive experimentation shows that 
stimulation of the uterus in the presence of the 
corpus luteum produces decidua-like cells, the 
maternal portion of the placenta. After removal 
of the ovary or destruction of the corpus luteum, 
the decidua-like formations cease. The corpus 
luteum controls the attachment of the ovum to 
the uterus through decidua formation. Frank 
(36), Herrmann (63), and Leighton (84) observe 
that the corpus luteum stimulates the decidua 
formation and that this in turn acts upon the 
corpus luteum, continuing its activity until the 
termination of pregnancy. 

The corpus luteum is a necessary element in 
early pregnancy. Its absence or removal or 
destruction results in abortion, certainly before 
the sixth week and sometimes at later periods of 
gestation (Frank, 39; Novak, 104; Miller, 98; 
DeLee, 26; Smith, 129; Fraenkel, 35; Burnam, 14; 
Mackenzie, 89; and McDonald, 96). 

Functional relation to other organs: According 
to Frank (36, 37) and Bucura (13), the breasts 
show changes of a cyclic nature which are de- 
pendent upon the corpus luteum. Lactation 
diminishes fertility and menstruation. 

Enlargement of the uterus is apparently one of 
the processes of the corpus luteum. 

* The corpus luteum seemingly causes hyperemia 
of the genitals and cures kraurosis vulve. 

Hypofunction of the ovary may be denoted 
by amenorrhcea, oligorrhcea, the menopause, or 
the symptoms which follow oéphorectomy, dys- 
menorrheea, congestive disturbances, nervous 
disturbances, infantilism, sterility, the vomiting 
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of pregnancy, repeated abortions, or kraurosis 
and pruritis vulve (Burnam, 14; Leighton, 84. 
— 25; Graves, 52; Frank, 39; Novak, 
104). 

Extracts: Extracts of the corpus luteum should 
be obtained from pregnant animals, otherwise 
they are useless (Dannreuther, 25; Frank and 
Rosenblood, 40). According to Frank (39), the 
administration of the extract does not produce 
sufficient change to indicate that its use will cause 
pregnancy hyperplasia of the breasts. It may be 
used in all cases of hypofunction of the corpus 
luteum, and in some cases will be beneficial. In 
the past its use has been found without effect in 
cases in which it was clearly indicated. It is 
possible that in these cases the extract was of 
inferior quality or that the amount administered 
was not sufficient. Intravenous injections are of 
much more value than oral administration; the 
latter may have very little effect. 

Interstitial gland. Various conclusions have 
been drawn with regard to the interstitial gland. 
Loeb states that there is no such organ in the 
guinea pig, and others have been unable to find 
it in the human female. Studies made by Frank 
(39), Graves (52), Cohn (20), Schochet (122), 
Halban (56), Herrmann (63), and Rouville (117) 
seem to indicate that it is not marked in the hu- 
man female and is most abundant during preg- 
nancy after the third month. Some investigators 
have been able to find it in the ovaries of all 
animals. Its secretion is reported as supporting 
that of the corpus luteum and it is considered 
by several investigators as important in deter- 
mining and maintaining sexual development. 
Frank (39) regards its function as questionable 
and Bucura (13) believes it has no function at all. 

The follicular structure, the only portion of the 
ovary which functions before puberty, has been 
reputed to govern the growth of the internal and 
external genitalia. Fraenkel (cited by Schickele, 
121) concluded from his studies that the follicle 
bursts on the nineteenth day after the beginning 
of menstruation. If the follicular system fails, 
menstruation ceases (Schickele, 121). ; 

Thyroid gland. The relation of the thyroid 
to physiological processes is that of control. The 
index of the activity of the thyroid is metabo- 
lism. The thyroid enlarges normally during 
puberty, menstruation, pregnancy, lactation, cas- 
tration, sexual excess, and occasionally at the 
menopause (Novak, 103, 104; Sehrt, 125; Cohn, 
20; von Graff, 51; Frank, 39; and Culbertson, 22). 

Odphorectomy produces an atrophic thyroid 
says Frank (39), though Culbertson observes 
that in some cases when the ovary ceases to 
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function the thyroid may continue to act for a 
time, thus stimulating the adrenals and pituitary 
which cause vasoconstriction with hypertension 
and hot flashes. Ordinarily, however, the thyroid 
becomes inactive with the cessation of the activ- 
ity of the ovary. 

As there is a relation between the thyroid and 
the ovary, the ovary may be involved in any 
case of thyroid enlargement. The thyroid is de- 
creased in size by ovarian feeding and is most 
active during pregnancy (Frank, 39; von Graff, 
51; and Aschner, 3). 

In experiments performed by Sweet and Ellis 
(134), ligation and section of the pancreatic 
ducts caused enlargement of the thyroid with an 
increase in the amount of colloid and of iodine 
in the colloid and atrophy of the spleen. 

That hyperfunction of the thyroid leads to 
Grave’s disease, is generally recognized. Pelvic 
disease, as well as disease in other parts of the 
body, may react on the thyroid. The effects of 
hyperthyroidism upon the blood, urine, and 
menstruation are most striking. The blood shows 
a relative polymorphonuclear leucopenia and a 
relative lymphocytosis; the leucocytes average 
45 to 68 per cent instead of 75 per cent, and the 
lymphocytes 50 per cent instead of 25 per cent. 
The total number of white cells is 5,000 to 6,000. 
When the lymphocytes are not high there is an 
eosinophilia. ‘The distinguishing characteristic 
of hyperthyroidism recorded by Sehrt (125) is an 
increase in the coagulation time. In the opinion 
of Salzman (120), the thyroid or some tissue re- 
sponsible to the thyroid for its stimulation causes 
earlier coagulability of the non-coagulable men- 
strual blood and thus shuts off the haemorrhage 
earlier. The urine shows an increased glycosuria 
with a diminished tendency toward albuminuria. 
The clinical observations of such men as Frank 
(39) and Kocher (cited by Sehrt, 125) show that 
the menstrual function is greatly disturbed by 
Basedow’s disease, this condition usually leading 
to amenorrhoea and oligorrhcea. Godbey (47), 
Bourne (9), and Krusen (83) assert that when 
hyperthyroidism occurs earlier in life, the onset 
of the menses is late and the menopause occurs 
early. Pain during menstruation may be due to 
hypersecretion of the thyroid. Grave’s disease 
may lead to ovarian insufficiency. 

Hypofunction of the thyroid has an equally 
far-reaching influence upon the organism, leading 
to cretinism and myxcedema with adiposity. The 
blood shows the same variations as those found 
in hypersecretion except that the coagulation 
time is increased. Sehrt (125) and Frank (39) 
almost constantly find menorrhagia in this con- 
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dition. The uterus may be infantile, abortion 
may occur frequently, and sexual function may 
be decreased. As shown by studies of Dalché 
(24), Garretson (44), Young (142), Bell (6), and 
Sehrt (125), dysmenorrhcea also may be due to 
hypofunction of the thyroid. 

The data cited seem to demonstrate that the 
effect of the thyroid upon the coagulation of the 
blood during menstruation is the result of the in- 
fluence of the ovary upon the coagulation second- 
ary to variations produced in ovarian function 
by the thyroid. 

Adrenals. Novak’s (104) analysis demonstrates 
that the medullary portion of the adrenals is 
derived from the nervous system and belongs to 
the chromaffin system. The cortex is derived 
from the same anlage as the gonads. 

Functional relation to physiological processes: 
The adrenals are essential to life. The chromaffin 
bodies and adrenal medulla stimulate metabolism. 
In the opinion of Frank (39) and Cohn (20), the 
adrenal causes lipoidemia and pigmentation. 

Functional relation to other organs: Adrenal 
disturbances are apparently associated with 
ovarian disturbances. The observations of Gar- 
retson (44), Varaldo (136), McAuliff (95), Novak 
(103), and Stolper (131) demonstrate that dys- 
menorrhoea may be due to vagotonia secondary 
to adrenal exhaustion. Pregnancy produces re- 
sistance, and odphorectomy decreases resistance 
to injections of adrenalin. Repeated injections 
cause macroscopic changes in the ovary whereby 
the glandular element is replaced by connective 
tissue. McAuliff states that the suprarenal acts 
inversely to the ovary, and that hypertrophy of 
the one leads to atrophy of the other. Hyper- 
trophy of the adrenals is observed during preg- 
nancy and following odphorectomy. In the men- 
opause there is increased adrenalin glycosuria. 
Hyperovarianism raises the sugar tolerance. 
Since adrenal glycosuria increases after odpho- 
rectomy and decreases in hyperactivity of the 
ovaries, it is logical to conclude that the ovary 
acts as a check on the adrenal system. 

Hyperfunction: Hyperfunction of the adrenals 
is attended by sterility and masculinity for which 
there is no treatment. The effects on the repro- 
ductive system of suprarenal tumors, such as 
carcinoma, sarcoma, and hypernephromata, are 
divided into two classes. Obesity occurs in both 
sexes. Apart from the development of the hair, 
the development of the sexual organs is not 
marked. In the male, the changes result in the 
muscular infantile Hercules with true sexual 
precocity. Changes in the sexual organs may be 
associated with suprarenal hypertrophy without 
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tumor. Grecchio’s patient (cited by Novak, 104) 
contracted gonorrhoea twice in the réle of a male. 
Frank (38) noted that cortical hyperfunction in 
adults results in hypertrichosis, pigmentation, 
lipoidemia, cholesterinemia; in infants, in pre- 
cocious puberty; in utero, in feminine pseudo- 
hermaphroditism. 

Hypofunction: Frank (39) and Culbertson 
(22) have reported retarded sexual development 
with suprarenal hypoplasia, and other cases have 
been reported in which there was a lack of de- 
velopment of hair and genitals. Medullary hypo- 
function leads to Addison’s disease. Adrenal in- 
sufficiency also produces sterility. In the four re- 
corded cases of pregnancy with Addison’s dis- 
ease, no abnormalities occurred. Marked adre- 
nal aplasia is found also in status lymphaticus. 
Adrenalectomy raises the blood pressure tempo- 
rarily, but causes weakness, glycosuria, and death. 

Hypophysis. Functional relation of hypophy- 
sis to physiological processes: The anterior 
lobe of the hypophysis apparently controls body 
growth. An influence which retards growth at 
one stage of development may accelerate it at 
another. According to Popielski (108) and 
Guggisberg (54), the secretion of the anterior 
lobe of the hypophysis reduces the blood pressure 
while that from the posterior lobe increases the 
blood pressure. The two secretions counteract 
each other. The influence of the nervous portion 
of the hypophysis activates the uterine muscle. 

Functional relation to other organs: Dis- 
turbances of the hypophysis are very often associ- 
ated with disturbances of the ovary. The organs 
of internal secretion are closely associated with 
menstrual and other pelvic disturbances. The 
use of the extract of the posterior lobe of the hy- 
pophysis in conditions of uterine hemorrhages and 
inflammations of the tubes and ovaries which 
are otherwise intractable is very satisfactory, as 
has been noted by Jayle (74) and Godbey (47). 
Novak (104) has reported pituitary hypertrophy 
with occasional physiological symptoms occurring 
in pregnancy. Ovarian injections cause a fall 
in the pressure; in the opinion of Graves (52), this 
can be counteracted by pituitrin. Frank (39) 
has claimed that hypofunction of the ovary may 
be secondary to pituitary disturbances. 

Hypofunction: The studies of such men as 
Novak (104) and Froehlich demonstrate that 
pituitary insufficiency may cause infantilism of 
the genital organs associated with obesity, mental 
dullness, sexual hypoplasia, and amenorrhcea. 
The administration of pituitrin with other en- 
docrines gives relief. This condition is due prob- 
ably to the anterior lobe, though the posterior 


lobe is held responsible for the increased sugar 
tolerance. Cushing (cited by Roessle, 114) points 
out that sexual hypofunction may result from the 
removal of the hypophysis, and Kalledey (76) 
states that menorrhagia occurs from hyperfunc- 
tion of the ovary developing from hypofunction 
of the hypophysis. Lack of development of the 
breasts, infantile uterus, hysteria, and even con- 
vulsions may result. Further support is given to 
these reports by Roessle (114) and Godbey (47). 

Extracts: Extracts of the pituitary have their 
most marked effect upon the female genitals. 
Two-thirds of women with infantilism or sexual 
hypoplasia of the uterus, ovaries, etc. show signs 
of regular menstruation following the admin- 
istration of 1 c.cm. of pituitary extract daily. 
Hofstaetter (71) regards the explanation of the 
action of the medication as still hypothetical. 
Fromme (43) mentions its use in cases of amenor- 
rhoea not centered in the uterus and suggests that 
its action may be due to regular contraction of 
the uterus stimulating regular bleeding. Novak 
(103, 104) finds that the posterior lobe gives 
an extract which exercises a powerful influence 
over the uterine muscle, stops postpartum hem- 
orrhage, and acts as a diuretic and an entero- 
kinetic. 

Pancreas. The pancreas is essential to life. 
Pancreatic hyperfunction is unknown. Pancreatic 
hypofunction causes diabetes. Pancreatectomy 
causes glycosuria, polyuria, emaciation, and 
death. Biedl (cited by Frank, 39; Culbertson, 
22) states that the lymph through which the 
pancreatic secretion is supposed to be carried 
relieves the symptoms of hypofunction. 

Ligation or section of the pancreatic ducts 
causes simple atrophy of the spleen to one- 
third its size and enlargement of the thyroid 
with an increase in the amount of colloid and the 
amount of iodine in the colloid. In experiments 
carried out by Sweet and Ellis (134) it was found 
that this operation delayed the onset of tetany 
following complete extirpation of the thyroid and 
parathyroids. 

The pancreatic function has a relationship to 
ovarian disturbances. Lequeux, Chirie, Porter, 
and Lebreton have reported cases in which the 
sugar tolerance was lowered by odphorectomy. 
Vomiting of pregnancy occurs as the result of the 
extremely low sugar tolerance due to inactivity 
of the ovaries. Removal of the ovaries lowers the 
sugar tolerance and ovarian feeding raises It. 
Experiments on dogs, cats, and guinea pigs by 
Rebaudi (110 and Stolper (132) showed that 
odphorectomy causes hypertrophy of the islands 
of Langerhans in the pancreas. Upon further 
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investigation, these changes were observed upon 
the removal of the corpora lutea. Probably these 
organs serve as organs of internal secretion in 
the ovary and the pancreas attempts to replace 
their secretion. These observations are further 
supported by Novak (104) and Krusen (83). 
Stolper (132) concludes from his experiments that 
the ovary and pancreas have some relation to the 
carbohydrate metabolism since ovarian feeding 
improves the condition of pancreatectomized 
animals and removal of the ovaries makes it 
worse. Cristofolleti has shown that in castrated 
animals an adrenalin glycosuria occurs. As the 
ovary checks the adrenals, Fuerth and Schwartz 
(cited by Stolper, 132) conclude that there must 
be an antagonism between the adrenals and the 
pancreas. 

Thymus. Frank (39) and Culbertson (22) state 
that the thymus atrophies normally at the time 
of puberty. Its persistence is associated with 
marked genital aplasia and infantilism. On the 
other hand, early odphorectomy causes enlarge- 
ment of the thymus. Hyperfunction of the 
thymus is associated by some authors with status 
thymicolymphaticus, and by Matti is believed to 
play a part in certain forms of hyperthyroidism. 
Early disappearance of the thymus leads to pre- 
mature maturity. According to Frank (39), ex- 
tracts are of questionable value. 

Pineal gland. Frank and Culbertson regard the 
pineal gland as non-essential to life. Its hyper- 
function in adults leads to obesity or cachexia; 
in childhood, to no definite results. Normally, 
it atrophies at the time of puberty. Its hypo- 
function causes bodily, sexual, and mental pre- 
cocity. 

Spleen. The formation of numerous corpora 
lutea, which occurs in many chlorotic women, 
occurs also in splenectomized animals. As in 
such animals the splenic element is absent, 
Aschner (3) concludes that in clinical cases the 
feeding of splenic tablets might be helpful. 

From this brief summary of the action of the 
endocrine organs upon physiological processes 
and upon other organs, it can be readily seen 
how easily the menstrual function may be altered 
either directly or indirectly by any endocrine 
dyscrasia, and that such alteration may be at- 
tended by dysmenorrhea. 


Gross Pathology 


Functional pathology. Aside from endocrine 
pathology, the chief subject for consideration 
with regard to functional pathology is membra- 
nous dysmenorrheea. Endometritis glandularis 
hypertrophica” and “endometritis glandularis 
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hyperplastica” are merely phases in the normal 
uterine mucosa during the premenstrual stage of 
the menstrual cycle. 

Anatomy: In the opinion of Eicke (28), 
Kaete (75), and Hitschmann and Adler (68, 69, 
70), the membrane which sloughs off from the 
uterine mucosa during menstruation is a mem- 
brane of menstruation, not of gestation. Ex- 
amination shows that the mucosa is thrown off 
with some stroma and a few glands. The mem- 
brane is similar to the normal mucosa of the 
premenstrual period and may result from over- 
growth of the endometrium near the os—cervical 
adenoids, according to Royston (118). Bell (6) 
asserts that the pathology of the menstrual casts 
shows two types, true blood casts and endometrial 
casts which may be thick or thin. All these casts 
show cells with a decidua-like character. This 
membrane therefore is not associated with preg- 
nancy although it is difficult to distinguish from 
that of pregnancy. It is a product of exudative 
endometritis at the time of the menses. On the 
one hand there may be a membrane covered with 
epithelium, with scant glandular formation and 
stroma tissue filled with exudate and decidua 
cells, while on the other hand there may be a 
membrane without epithelium with glandular 
necrosis internally and with scarcely recognizable 
stroma tissue filled with leucocytes. Between 
these two are numerous intermediate stages. 

Occurtence: As reported by Royston (118) 
membranous dysmenorrhoea occurs in three- 
fourths of Williams’ cases and in two-thirds of 
Scanzoni’s cases. 

Etiology: Eicke (28), von Franqué (42), and 
Polano (107) have stated that membranous 
dysmenorrheea is of inflammatory origin, but 
Hitschmann and Adler (68, 69, 70), whose word 
appears to be reliable on this subject, contend that 
the presence of inflammation is indicated by 
plasma cells and in this condition such cells are 
absent. The membrane is characteristic of the 
membrane present during the premenstrual 
period; decidua-like cells are present in the 
stroma tissue and the epithelial cells form a com- 
pact superficial layer and a spongy deeper layer. 

Menstruation: As the blood is not able to 
penetrate the mucosa, it strips the epithelium 
from the uterus and if the resulting slough does 
not pass out of the cavity it causes extreme pain. 
Usually in such cases it is expelled in about three 
days, the pain then ceasing. Large clots usually 
cause colicky pain. When bleeding starts it may 
collect in the deeper layer and separate the com- 
pact layer all around, thus forming a mold of the 
uterine cavity. Hitschmann and Adler (68, 69, 
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70) conclude that the process is that of normal 
menstruation. 

Constitutional pathology. The conditions men- 
tioned as associated with dysmenorrhcea are 
those which have been reported in the literature. 
Other diseases might be added, but those men- 
tioned may be accepted as the essential causative 
factors. They may occur alone or in combina- 
tion with local or endocrine disturbances. 

General poor health (Holden, 73), physical 
weakness (Royston, 118; Mathes, 93), and mal- 
nutrition (Holden, 73; Royston, 118) are closely 
allied concomitants of dysmenorrhcea. 

Enteroptosis (Kermauner, 79; Mathes, 93) is 
usually an added stigma of asthenia and mal- 
nutrition. Its bearing on dysmenorrhcea is ob- 
vious. 

Chlorosis (Gibbons, 46; Novak, 104; Grae- 
fenberg, 50; Ascheim, 1) is frequently associated 
with dysmenorrhoea. It occurred in 103 of 234 
cases of primary and 151 cases of secondary 
dysmenorrhoea (Tobler, 135). 

Scrofula was present in thirteen of 234 cases of 
primary dysmenorrhcea in Tobler’s series (135). 
Ascheim (1) also mentions it as a cause of dys- 
‘menorrhcea. 

Phthisis is frequently associated with dys- 
menorrhoea. It seems to favor this condition. 
According to Graefenberg (50), underdevelop- 
ment of the genitals may be due to tuberculosis 
which later heals. Tuberculosis is sometimes 
manifested only by dysmenorrhoea and anemia. 
Correction of the general condition usually leads 
to normal menstruation (Tobler, 135; Novak, 
104; Macht, 88; Ferencz, 32). 

The frequent occurrence of anemia with dys- 
menorrhoea (Holden, 73; Novak, 104; Royston, 
118) is emphasized. This condition may be 
primary or secondary to hookworm, malaria 
(Hensen, 57), or tuberculosis (Ferencz, 32; 
Ascheim, 1). 

Instability of the nervous system may result 
in dysmenorrhcea (Holden, 73), and severe cramps 
in the lower abdomen may result from increased 
irritability of the autonomous nervous system 
(Block, 7). Hysteria unaccompanied by disease 
sometimes causes dysmenorrhoea. Operation has 
been performed when this underlying condi- 
tion was not suspected. It may present the usual 
hysterical manifestations—convulsions, hemian- 
opsia, paresthesia, anesthesia, etc. Frequently 
it is associated with hypoplasia of the uterus. 
The pain usually occurs on the day preceding and 
the first day of menstruation (Kolischer, 82; 
Polano, 107; Novak, 104). Primary neurasthenia 
is dependent upon environment, heredity, mode 


of life, etc. These must be corrected before there 
can be any hope of relief (Novak, 104). The 
secondary type may be the result of many years 
of suffering which has worn down the normal 
nervous system or of a hypersensitiveness due to 
occupation (Novak, 104; Royston, 118). Mental 
depression is of considerable importance in the 
production of dysmenorrhcea (Royston, 118), 
In six of Tobler’s cases (135) the cause was 
psychic shock. 

Syphilis, diabetes, nephritis, chronic cardiac 
disease, pyogenic infections such as _tonsillitis 
and chronic bronchitis, must be borne in mind 
(Weldon, 140; Novak, 104; Royston, 118; 
Mathes, 93). Trauma due to long travel, exces- 
sive running, or dancing after menstruation ac- 
counted for twelve of Tobler’s cases (135). 

Local pathology. As Tobler says, it is important 
to use judgment in determining the bearing of 
pelvic disease on menstruation. Local disease 
may occur independently of dysmenorrhcea. 

General pelvic pathology: A study of the re- 
lation of the menstrual flow to dysmenorrhcea 
indicates that menorrhagia occurs with this con- 
dition much more frequently than does oligor- 
rhoea. Early cases of tuberculosis are attended 
with menorrhagia and Jate cases with oligorrhcea. 
Pelvic congestion (Kermauner, 79) which may be 
produced by tight corsets (Tobler, 135), vari- 
cosities (Weldon, 140), or onanism (Kermauner, 
79) may be the factor responsible for dysmenor- 
rhoea. Half of the women with secondary dys- 
menorrhcea are subject to constipation. Fre- 
quently this causes pain in the lower left quadrant 
through the pressure of the sigmoid flexure on the 
left ovary (Kermauner, 79; Tobler, 135; Roy- 
ston, 118; Morton, 100; Finley, 33; Rose, 115). 
“Neuralgia” is a term which should be used with 
caution. Pelvic neuralgia is similar to neuralgia of 
the face, being characterized by shooting pains. 
The cause is not definitely known (Novak, 104). 

Anomalies, congenital and acquired: The 
anomalies referred to in the literature affect only 
the uterus. Possibly no others cause dysmenor- 
rhoea. Cervical stenosis or cicatricial contraction 
(Weldon, 140; Royston, 118; Polano, 107), con- 
genital or acquired, accounts for 25 per cent of 
cases of dysmenorrhoea (Theilhaber, cited by 
Tobler, 135). Tobler states that stenosis is diffi- 
cult to demonstrate since the smallest opening is 
sufficient to accommodate the flow. The constric- 
tion may be in the internal os, the external os, or 
the neck of the uterus (Kalledey, 76). 

According to Kennedy (78), malposition of the 
uterus may predispose to dysmenorrhea but 
must not be considered asacause. Weldon (140), 
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Young (142), and Kalledey (76), however, look 
upon displacement of the uterus as a condition 
definitely productive of dysmenorrhcea. Prolapse 
(Kermauner, 79; Tobler, 135), retroflexion, des- 
census (Tobler, 135), and acute anteflexion 
(Morton, 100) are held equally liable. Angula- 
tion of the uterus (Behan, 5) causes venous stasis 
with clots and a very profuse flow (Royston, 118). 
Retrodisplacement of the uterus should account 
for 41 per cent of cases of dysmenorrhoea, accord- 
ing to Holden (73), who found that 86 per cent of 
women with retrodisplacement have dysmenor- 
thoea. Judd found dysmenorrhoea in 59 per cent 
of 176 cases of retrodisplacement. 

In maldevelopment of the uterus the opening 
is too small to accommodate congestion and flow 
(Behan, 5; Holden, 73). Usually in such cases the 
menarche is late and the pain begins with the 
onset of menstruation or one or two years later 
(Royston, 118). The rudimentary uterus is 
associated only with amenorrhcea. In cases of 
the infantile type of uterus the flow is usually 
scanty and pain may or may not be present at 
the time of menstruation (Novak, 104; Kennedy, 
78; Polano, 107). In the subpubescent type of 
uterus which is only slightly underdeveloped 
there is pain at menstruation and the flow may 
be scanty, absent, or excessive (Holden, 73; 
Novak, 100). 

Trauma: On opening the lower abdomen in a 
case in which pain seemed to be associated with 
menstruation and a diagnosis of dysmenorrhoea 
was made, Child (17) found that a contraceptive 
button had caused the expulsion of the menstrual 
blood through the tubes into the peritoneal 
cavity. 

Inflammations: Pelvic inflammatory conditions 
are held responsible for 37 per cent of cases of 
dysmenorrhcea by Holden (73). Behan (5), Ken- 
nedy (78), Novak (104), and Weldon (140) agree 
with Holden that dysmenorrhcea may be caused 
by inflammations. Severe ascending gonorrhoea 
of the entire genital tract occurred in twelve of 
Tobler’s cases (135). 

Salpingitis, with or without odphoritis, may 
cause trouble (Tobler, 135; Novak, 104). Ac- 
cording to Bandler (cited by Royston, 118), from 
8 to 10 per cent of all tubes removed for inflam- 
mation are tuberculous, and involvement of the 
tubes is found in from 30 to 4o per cent of cases 
of tuberculous peritonitis. 

As a result of infectious diseases of childhood, 
appendicitis, tuberculosis, chronic constipation, 
and gonorrhoea, sclerotic changes may occur in 
the ovary and give rise to ovarian dysmenorrhcea 
(Royston, 118; Tobler, 135). 
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Endometritis is an uncommon condition. Cul- 
len (cited by Novak, 104) found it forty-eight 
times in 1,800 examinations of the endometrium. 
Hitschmann and Adler (68, 69, 70) claim that 
there is only one form of endometritis, viz., endo- 
metritis interstitialis; this occurs in the uterus, is 
similar to inflammations in other organs, involves 
the stroma, and is characterized by plasma cells. 
In chronic cases it stimulates the formation of 
connective tissue. Of Tobler’s 122 cases of 
dysmenorrhcea occurring after marriage or child- 
birth, forty-six showed endometritis with or 
without involvement of the myometrium. 

Myometritis, parametritis, perimetritis, and 
inflammations of the sacro-uterine ligaments are 
rather rare but may cause dysmenorrhcea (Roys- 
ton, 118). 

Neoplastic diseases: As a rule, the part played 
by new growths in dysmenorrhcea is that of ob- 
struction (Novak, 104; Royston, 118; Dalché, 
24). According to Holden (73), myomata ac- 
count for 11 per cent of the cases. Novak (104) 
states that dysmenorrhoea is a complaint in 
from 20 to 25 per cent of cases of myomatous 
uteri. The fibroids which cause the most trouble 
are the submucous or intramural growths. 

Polypi (Behan, 5; Royston, 118; Weldon, 140; 
Dalché, 24), cystic conditions (Weldon, 140), and 
malignancy of the cervix or body of the uterus are 
also of importance (Kennedy, 78). 


CLINICAL PICTURE 


The clinical picture of dysmenorrhoea varies 
according to the severity and type of the under- 
lving disease. A condition which leads to ex- 
tremely severe cramps of the uterine muscle will 
give rise to spasmodic pains which may be mild 
or agonizing. The presence of extreme congestion 
of some or all of the pelvic organs may cause a 
sensation of a dull, dragging, bearing-down nature, 
frequently more marked on one side than on the 
other. The time relation of these pains to men- 
struation will be determined by the cause of the 
uterine contractions or the influence controlling 
the menstrual, venous, or arterial hyperemia. 


DIAGNOSIS AND PROGNOSIS 


In the diagnosis, dysmenorrhoea must be differ- 
entiated from ectopic pregnancy, abortion, a 
pendicitis, kidney stone, hydronephrosis, cystitis, 
tuberculosis, and other abdominal conditions 
capable of producing pain. Because of the 
periodical recurrence of dysmenorrhcea its recog- 
nition is usually not difficult, but when it occurs 
for the first time after several periods of normal 
menstruation, the diagnosis may require some 
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study. It must be remembered that dysmenor- 
rhoea may be secondary to the abdominal con- 
ditions with which it may be confused. 

The chance of curing dysmenorrhoea is vari- 
ously estimated at 50 to 80 per cent by Novak 
(104), Eisenstein (29), Hirsch (66), Brickner 
(10), and Litzenberg (86). No one method of 
treatment will cure all cases since the underlying 
conditions vary. ‘Therefore the prognosis de- 
pends solely upon the ability of the practitioner 
to recognize and correct the underlying causes. 


TREATMENT 


The best results have been obtained from 
hygienic measures carried out over long periods 
of time. Drugs and operative measures should 
be regarded only as supplemental. 

Hygienic measures. Regulation of the bowels 
is generally accepted as one of the first steps 
toward normal functioning of the body. Novak 
(104), Morton (100), Finley (33), Rose (115), 
Kermauner (79), and Hammond (58) urge the 
use of purgatives if necessary to facilitate the 
evacuation of waste products. 

Exercises of various sorts are good, especially 
for those who are physically underdeveloped. 
Mosher (101) suggests lying on the back and rais- 
ing the abdomen as high as possible and then 
lowering it alternately ten times night and morn- 
ing, this procedure being continued for several 
months. He finds this method successful in al- 
most every case. Kermauner (79) recommends 
Thure-Brand’s gymnastics or graded exercises. 
The purpose of this type of treatment is to build 
up the body as much as possible, since it has 
been observed that the physically active girl or 
woman is less apt to suffer from dysmenorrhoea 
than the girl or woman who is inactive. 

The sexual life of the patient has much to do 
with her welfare. It is conceded that onanism 
(Kermauner, 79; Tobler, 135) will aggravate 
pain during menstruation, as will also too fre- 
quent intercourse during the first year of mar- 
riage or erotic presentations (Schultz, 123). On 
the other hand, proper marital relations and 
pregnancy are the surest remedies for dysmenor- 
rhoea (Novak, 104; Kermauner, 79). 

During the attack, physical quiet gives relief. 
In a few cases of pelvic congestion of non-inflam- 
matory origin, activity will hasten the circulation 
and thus diminish the pain. Between periods, 
it is essential to improve the general health by 
rest (Novak, 104; Gibbons, 46; Auerbach, 4; 
Hammond, 58). 

Heat applied during an attack is one of the 
oldest remedies (Novak, 104; Kermauner, 79; 


Herman, 60). Between periods, warm clothing 
stimulates normal metabolism. 

Hydrotherapy during attacks and between 
periods is beneficial. Hot foot baths (Kermauner, 
79), hot sitz baths (Kermauner, 79; Gibbons, 46; 
Hammond, 58), hot vaginal or rectal douches 
(Kermauner, 79; Hammond, 58), and hot mus- 
tard baths (Hammond, 58) hasten circulatory 
interchange (Schultz, 123; Ascheim, 1). Hot 
drinks, as advised by Auerbach (4), serve the 
same purpose. 

A change of climate, sea air, and mountain air 
are advised by Kermauner (79) and Schultz 
(123). Local and general heliotherapy is also a 
valuable aid in this condition (Bucsany, 12). 

Drugs. Tonics are often prescribed. The best 
preparations are perhaps those containing iron or 
arsenic. These drugs are used especially during 
the intervals between periods. 

Antispasmodics are given during the painful 
period of menstruation, and sometimes before the 
pain begins, in order to obtain their cumulative 
effect. The drugs most frequently referred to in 
the literature include papaverin (Novak, 104), 
apiol (Novak, 1c4; Kermauner, 79; Hammond, 
58), viburnum prunifolium (Kermauner, 79; 
Gibbons, 46; Novak, 104), tincture of cannabis 
indica (Novak, 100), cannabin tannate (Clare, 
19; Gibbons, 46), fluid extract of pulsatilla, tinc- 
ture of gelsemium (Hammond, 58; Kermauner, 
79; Novak, 104), tincture of hydrastis (Ham- 
mond, 58), hydrastinin hydrochloride (Ascheim, 
1; Kermauner, 79; Rothrock, 116), guaiacum 
(Gibbons, 46; Herman, cited by Hammond, 58), 
cerium oxalate (Kermauner, 77), and nitroglyc- 
erin (Hammond, 58). Benzyl benzoate is said 
to have special properties as an antispasmodic. 
Atropin in small quantities activates the uterus 
and in large quantities paralyzes it. 

Hypnotics or sedatives are sometimes neces- 
sary. Those most frequently used are bromides 
(Kermauner, 79; Novak, 104), acetphenetidin 
with caffeine (Novak, 104), antipyrin (Kennedy, 
78; Kermauner, 79), acetanilide, caffeine (Novak, 
104), the salicylates (Gibbons, 46), pyramidon 
(Novak, 104), tincture of zingiber, spirits of 
chloroform, syrup of acacia, and aqua mentha 
piperita. In severe cases, opiates such as paregoric 
and codein (Kermauner, 79) are used. 

In addition to these drugs there is a small 
group with special actions which it might be 
well to include. According to Hammond (58), 
alcohol stimulates the flow. Lecithin given be- 
tween periods is said to retard and diminish the 
flow without causing harm (Wilczinsk, 141). 
Ergot (Ascheim, 1; Rothrock, 116), and cotarnin 
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hydrochloride are uterine spasmodics and, ac- 
cording to Rothrock (116), are sometimes of 
value to create regular rhythmic contractions. 

Endocrine substances. Ovarian extract or lutein 
substance may be obtained in powder form, in 
compressed tablets, or in ampoules for intra- 
venous injection. The ampoules are best. These 
should be given in series of twelve, twenty-four, 
or thirty-six, one ampoule being administered 
daily at first and then at gradually increasing 
intervals for two or three months. The results 
are long in accruing (Hirst, 67; Holden, 72; 
Burnam, 14; Gibbons, 46; Maier, 90; Hill, 65). 
Some authors (Krusen, 81; Schumann, 122) 
have been unable to obtain good results with 
ovarian extract and believe that its therapeutic 
value has been overestimated. 

Thyroid extract may be given alone or in con- 
junction with ovarian extract, depending upon the 
requirements of the case (Novak, 104; Maier, 90; 
Krusen, 83; Kermauner, 79). 

Pituitary substance is specially recommended 
for dysmenorrhoea in which there is atrophy of 
the uterine mucosa, a condition in which atropin 
is said to fail (Klein, 80; Maier, 90). Given by 
mouth, this substance has no action. It must be 
injected subcutaneously or intravenously. 

Nasal treatment. The nasal treatment of dys- 
menorrheea, as previously stated, is dependent 
upon the location of the genital spots in the nasal 
mucosa through local anesthetization by 10 
per cent cocaine hydrochloride. Mayer (94) and 
Ries (113) report that cauterization of these 
spots by trichloracetic acid has given a permanent 
cure. However, there is sufficient controversy on 
this subject to raise considerable doubt in the 
minds of the unprejudiced as to the value of 
the treatment. 

Operative procedures. Dilatation, like other 
operative procedures on the cervix, has for its 
purpose the enlargement of the lumen of the 
canal, to allow a freer flow during the period. It 
may be effected rapidly or slowly. In addition, 
the uterine canal may be incised from % to 34 
inch and the cut sewed so as to allow granu- 
lation of the raw surface (Novak, 1¢4; Kennedy, 
78; Gibbons, 46; Herman, 60; Kermauner, 79; 
Holden, 73; Fenwick, 31). 

Curettage may be done at the time of the 

dilatation and in certain cases is an additional 
therapeutic feature (Holden, 73; Dalché, 23; 
Gibbons, 46). 
_ The intra-uterine application of carbolic acid, 
lodine, sulphuric acid, or nitric acid has been 
deemed advisable in some cases, especially cases 
of membranous dysmenorrhcea (Novak, 104). 
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In the absence of inflammation or adhesions 
the introduction of the stem pessary will cause 
rhythmic contractions of the uterus in addition 
to enlargement of the lumen of the canal, thus 
developing the uterine muscle and relieving the 
distress (Novak, 104; Kennedy, 78; Gibbons, 46; 
Rieck, 112; Carstens, 15). 

Plastic surgery upon the cervix enlarges the 
outlet of the uterus through artificial placement 
of the parts. Chief among these procedures are 
the Dudley operation (Novak, 104), the Pozzi 
operation (Pozzi, 107), and the operations ad- 
vanced by Bell and Frank (cited by Kennedy, 76). 

Suspension of the uterus (Novak, 104) and 
puncture of cysts of the ovary (Gibbons, 46) 
have notbeen very successful. 

The intra-uterine application of electricity—the 
constant current, the introduction of the alum- 
inum sound cathode into the uterus and the ap- 
plication of the anode over the symphysis or 
sacrum, 20 to 30 milliamperes for three to five 
minutes and two to five sittings each week—is 
advocated by Sloane (127), Kermauner (79), 
Lomer (87), Hammond (58), and Sprague (130). 

On the theory that ovarian hyperfunction may 
be the cause of the dysmenorrhoea, Hernaman- 
Johnson (61, 62) advocates X-ray treatment over 
the ovary to diminish its secretion. He gives 
seven applications each week until the skin of 
the abdomen is red. The disadvantages are the 
danger of causing sterility and injury to the skin. 

Odphorectomy, salpingectomy, and hysterec- 
tomy are measures so drastic that they should not 
be undertaken until every other method has been 
tried and found futile. In the light of our present 
understanding of this subject, such operations 
should not be considered in the treatment of 
dysmenorrhoea. 
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ABSTRACTS OF CURRENT LITERATURE 


SURGERY OF THE 


HEAD 


Knox, R.: Cranial Radiography. Arch. Radiol., 1923, 
XXVili, 161. 

Knox mentions numerous contributions on cranial 
roentgenography by various authors, giving their 
findings and methods of examination. The topog- 
raphy of the skull and its contents in relation to cer- 
tain arbitrary lines is discussed at some length. 
The anatomy of the sella is briefly reviewed and a 
description is given of the technique employed in its 
measurement. The apparatus used is illustrated. 

In the interpretation of the findings, due considera- 
tion must be given to variations in size and shape 
within normal limits. The outline of the cavity is 
important; any variation of its contour may be an 
early indication of disease. In all roentgenography of 
the cranium accuracy in technique is essential in order 
to avoid diagnostic error. Apotpa Hartunc, M.D. 


Fisher, W. H.: Postoperative Infective Parotitis. 
Ann. Surg., 1923. xxviii. 568. 


The author discusses the various grades and types 
of infection occurring in the parotid gland following 
operations upon distant parts of the body. 

Four types, depending upon the severity of the 
infection, are mentioned: 

1. Acute parotitis or simple inflammation, which 
occurs in from three to five days after operation and 
subsides in the same length of time. 

2. Acute circumscribed suppurative parotitis, in 
which the local and systemic reactions are intensi- 
fied. In the absence of obstruction, pus can be 
pressed out through Stensen’s duct. 

3. Acute diffuse suppurative parotitis. This is 
rare. Suppuration occurs in from thirty-six to 
forty-eight hours, with marked swelling of the face, 
dysphagia, meningeal disturbances, and nerve ir- 
ritation associated with repeated chills, rigors, high 
temperature, etc. If the pus is not evacuated early 
through Stensen’s duct, it burrows into surrounding 
tissues. The mortality is about 30 per cent. 

4. Gangrenous parotitis. This is very rare and is 
almost always fatal. 

The author summarizes his conclusions as follows: 

1. Every postoperative parotitis is a potentially 
lethal condition until it proves to be benign. 

_2. To await the spontaneous evolution of paro- 
titis is to jeopardize life. 

3. The differential diagnosis of these types sug- 
gests at once the method of relief, medical or surgical. 

4. When the condition is surgical, early operation 
with free incision and open drainage is indicated. 


HEAD AND NECK 


5. The greater the involvement of the face and 
neck structures, especially in gangrenous parotitis, 
the greater the need for thorough exposure. 

6. The Y incision meets all indications. This 
extends from the zygoma in a curvilinear manner, 
following the sternocleidomastoid, to the supra- 
clavicular region if necessary. Its posterior limb 
extends from the mastoid and joins it below the 
angle of the jaw. Otro M. Rott, M.D. 


EYE 


De Blaskovics, L.: A New Operation for Ptosis with 
Shortening of the Levator and Tarsus. Arch. 
Ophth., 1923, lii, 563. 

Not one of the numerous operations for ptosis 
gives a completely satisfactory result. The method 
of substitution fails because the elevation of the lid 
is the result of the mechanical pull of scar tissue and 
not due to the function of the muscle per se, or is 
the result of a tangential pull. The direct method, 
though giving the only chance for a good result, fails 
through faulty technique. The operation described 
in this article has been perfected and gives a com- 
plete correction in the most difficult cases. 

Anesthesia is induced with 2 c.c.m. of 2 per cent 
novocaine containing about 3 minims of 1:1,000 
adrenalin which are injected into the fornix. The lid 
is everted with a Desmarre lid retractor, the fornix 
being arched forward, and an incision is made along 
its entire length, about 2 to 3 mm. from the convex 
edge of the tarsus. Three double-armed mattress 
sutures are placed equidistant in the lower lip of the 
conjunctiva with the loops on the epithelial surface, 
and when these are drawn down the conjunctiva can 
easily be dissected from the muscle. Three more 
sutures are then passed through the muscle 5 to 6 
mm. from the convex edge of the tarsus and tied to 
serve for fixation of the muscle. The muscle is then 
cut between these sutures and the tarsus and is 
drawn down and dissected away from the pretarsal 
fascia deep into the orbit so that the muscle can be 
drawn out its full length. The amount of resection 
necessary is then judged, the six conjunctival sutures 
are passed through the muscle immediately behind 
this line of resection, and the muscle is cut along this 
line or 1 mm. in front of the sutures. The Desmarre 
retractor is then replaced with a spatula between the 
tarsus and the eyeball and the upper tarsus edge is 
grasped with a pannus forceps and placed on the 
spatula. With the left hand the operator stretches 
the free border of the lid as he incises the tarsus 
midway between its borders. The distal portion of 
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the tarsus and attached muscle is then dissected free 
from the pretarsal fascia, the spatula is removed, 
and the lid is placed in normal position. The three 
sutures are then passed through the lid at the level 
of the cut border from within out, with care not to 
place them too high, which would result in ectropion, 
or too low, which would result in entropion. The 
individual sutures are then tied over gauze cylinders 
and the ends of the sutures are fastened to the face 
with adhesive to keep the eye closed until the anzs- 
thetic paralysis of the orbicularis wears off. The 
sutures are cut on the sixth day. The desired result 
is obtained at the end of two weeks. Complications 
do not arise. 

In the cases of elderly patients in whom the skin 
overlaps the free edge of the lid, a blepharochalasis- 
like state results. This is corrected by an operation 
similar to the Hess procedure, with care not to lift 
the lid. 

No rule can be given for the amount of tissue to be 
excised in all conditions, as elasticity of the muscle, 
the rigidity of the skin, narrow palpebral fissures, 
and deep set eyes modify the amount. In general, 
however, the excision should be 5 mm. greater than 
the effect desired. If the muscle excision is greater 
than is desired, less should be excised from the 
tarsus. If undercorrection is the final result, ex- 
cision must be repeated at a later date. Over- 
correction is corrected by passing sutures through 
the muscle, detaching it from the tarsus and con- 
junctiva, and then proceeding from without, making 
a 5-mm. bridge of pretarsal fascia and sewing it to 
the margins of the tarsus and fascia. 


The twenty-one cases operated upon included 
five of total paralytic ptosis, four of paresis, four of 
congenital ptosis, and four of ptosis combined with 


epicanthus. Manrorp R. Wattz, M.D. 


Zentmayer, W.: The Management of Heterophoria. 
Allantic M. J., 1923, xxvii, 61. 


Zentmayer states that the most important step in 
the treatment of muscle imbalance is the proper 
estimation and correction of the refractive error, and 
that a cycloplegic is essential for good refraction. 

Vircit Wescott, M.D. 


Irons, E. E., and Brown, E. V. L.: The Etiology 
of Iritis. J. Am. M. Ass., 1923, 1xxxi, 1770. 


In this article Irons and Brown report upon a 
second series of 100 cases of iritis. These were 
studied in the same manner as the first series which 
they reported in 1916. As the causative factor, ton- 
sillar infection was first (thirty-seven cases), com- 
bined infections second (twenty-four cases), and 
syphilis third (fifteen cases). 

There were fewer cases in which syphilis was a 
factor than in the first series, probably because of 
the sources from which the material was drawn. For 
the same reason the gonococcal infections were less 
numerous. Tonsillar infection was a more frequent 
cause in this series than in the first. Dental in- 
fections were common but the authors believe that 
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alveolar abscess is secondary to tonsillar infection, 
This opinion probably changes the statistics and 
increases the number of cases due to tonsillar jn. 
volvement. There were fifteen cases of sinus ip. 
fection but in only one was this condition the cause 
of the iritis. In none of the cases was tuberculosis 
regarded as the cause although in eight there was 
evidence of this disease. There were three cases 
of non-venereal prostatitis. The work of Irons and 
Moody demonstrates a new avenue of infection, 
namely, the mucous membrane of the nose, throat, 
and intestine. In about 65 per cent of the cases there 
was more than one source of infection. The ages of 
the patients averaged 35 years; the youngest patient 
was 13 and the oldest 60. 

The authors call attention to the fact that follow- 
ing the removal of infected tissue there may be 
steady improvement and ultimate recovery with- 
out recurrence of the iritis. From this the in- 
ference is drawn that the infected tissue was the 
cause of the iritis. In other cases the removal of 
such tissue is followed by a more striking and 
sudden improvement within from twenty-four to 
forty-eight hours. This may be permanent or 
followed in a few days by a recurrence. The im- 
mediate improvement is apparently very similar to 
the startling but often temporary improvement oc- 
curring in arthritis and in iritis following the intra- 
venous injection of a foreign protein; it is probably 
non-specific and may be misleading with regard to 
the cause of the condition. 

Vircit Wescott, M.D. 


Mills, L.: Ameebic Iritis Occurring in the Course 
of Non-Dysenteric Ameebiasis. Arch. Ophth., 
1923, lii, 525. 

Mills reports four cases of iritis of long standing 
with non-dysenteric ameebic infection of the intestine 
and a history of chronic constipation. Two of the 
cases cleared up under the administration of ipecac 
by mouth and hypodermically. Because diarrhea 
was not present the possibility of infection by para- 
sites had been completely overlooked. 

In the cases of persons with chronic constipation, 
anzmia, a low blood pressure, and colonic tenderness 
the stools should be carefully examined for protozoa. 
A history of diarrhoea and residence in the tropics is 
not essential for a diagnosis of amcebiasis. 

Vircit Wescort, M.D. 


Torok, E.: Iridectomy in Glaucoma: A New 
Technique. Arch. Ophth., 1923, lii, 574. 


The classical operation for glaucoma is iridectomy. 
There are many theories to explain its action, but 
the one generally accepted is based on the assump- 
tion that normal intra-ocular pressure is maintained 
by drainage of the aqueous into the spaces of Fon- 
tana by Schlemm’s canal. In glaucoma, the spaces 
of Fontana are blocked by the iris or by plastic ex- 
udate. Reduction of tension is obtained by iridec- 
tomy by opening the passage at the iritic angle 
or the formation of a new channel by means of 4 
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cystoid scar. It is obtained, according to Elschnig, 
either by detaching the root of the iris from the 
periphery of the cornea or by incising it, and failure 
results if this is not done or cannot be done, or if 
Schlemm’s canal is obstructed by plastic exudate. 

Iridectomy is a safer operation than either the 
Lagrange or the Elliot operation and is therefore 
preferable. Failure is due to faulty technique. 

The incision is usually made anterior to the corneo- 
scleral juncture and never at it, as should be done, 
and the fault in the iridectomy lies partly in the 
manner of grasping the iris and partly in the way 
it is excised; that is, traction on the iris when it is 
grasped, as is usually the case, is not in the right 
direction to break adhesions and tends to tear the 
iris off along the anterior edge of the adhesion. These 
faults in technique may be remedied by: 

1. Making the incision with the Graefe knife 
instead of a keratome. 

2. Detaching the root of the iris with a spatula 
before doing the iridectomy. 

3. Grasping the iris with the iris forceps parallel 
with the vertical meridian of the cornea. 

The iridectomy is performed by the author as 
follows: 

The eyeball is grasped in the limbus on the hor- 
izontal meridian with a double fixation forceps. The 
incision is made above, the puncture and counter- 
puncture being in the sclera, and the section is ter- 
minated behind the limbus with a conjunctival flap. 
If the iris prolapses it is replaced. The conjunctival 
flap is grasped and pulled up so that the wound 
gapes. The root of the iris is detached throughout 
the entire extent of the wound with a spatula. 
Theiris forceps are introduced parallel with the wound 
and the iris is grasped, pulled out with gentle traction, 
and excised with two sweeps of the scissors. The 
pillars of the coloboma are replaced, the conjunctival 
flap is smoothed out, and a bandage is applied. 

The advantages oft his technique are the following: 

1. The Graefe knife makes a large peripheral 
incision with a conjunctival flap. 

2. Detachment of the adherent portion of the iris 
before iridectomy assures the opening of the iris 
angle and the re-establishment of a communication 
between the aqueous and the canal of Schlemm and 
may be carried far enough to open up the supra- 
choroidal space in addition. 

Twenty-seven cases were operated on by this 
method with satisfactory results. 

Manrorp R. Wattz, M.D. 


Bailey, T. L.: Subconjunctival Dislocation of the 
Crystalline Lens, with the Report of Three 
Cases. Kentucky M. J., 1923, xxi, 644. 


Although traumatic subconjunctival dislocation 
of the lens is a very rare condition, Bailey saw three 
cases in fourteen months. In the first he advised 
enucleation. In the two others he removed the lens 
from beneath the conjunctiva. In the second case 
the corrected vision was 20/100 and in the third 
20/20. Vircit Wescort, M.D. 
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Mills, L.: Phacoeresis. Am. J. Ophth., 1923, 3 s. vi, 
gol. 

Before beginning his discussion of the Barraquer 
intracapsular method of cataract extraction, Mills 
gives a brief sketch of Barraquer’s life. Ignacio 
Barraquer was the son of José A. Barraquer, one of 
Spain’s foremost ophthalmologists. At the age of 13 
years he began his surgical career under the guidance 
of his father, in the eye clinic of the University of 
Barcelona. He has a very keen mind for mechanics 
and at present is a physicist of no mean rank, an 
electrician of high order, and also an expert me- 
chanic. 

Phacoeresis is the direct result of anidea conceived 
while watching a leech at work. Barraquer induced 
a leech to attach itself to a lens and effected a suc- 
cessful extraction by drawing out the leech. Phacoe- 
resis presents no insurmountable difficulties, but 
Barraquer advises beginners to attempt the proce- 
dure at first only upon cases regarded as good oper- 
ative risks. The fundamental point in the tech- 
nique is the manipulation of the eresiphake. This 
technique may be practiced on eyes of cadavers 
hardened in formol or on the lenses of cats made 
oo by injections of strong formol behind 
them. 

“The instrument should be grasped by the middle 
finger on one side and the index finger and thumb on 
the other, but with the fingers well flexed and out 
of the way, while the thumb and index finger are 
placed as near to the root of the platinum portion as 
is possible. Vacuum contact is made by a gentle 
squeeze of the valve by the side of the thumb but 
without pressure on the lens. At its introduction, 
the instrument is held nearly vertical, the direction 
being given to ‘keep the point down strongly at 
first.’ This brings the opening into accurate contact 
with the lens and, if done correctly, prevents any 
chance for aspiration of the vitreous. The maneuver 
is done wholly without pressure; contact with the 
lens is maintained for a fraction of a second in order 
to allow the lens, with its nucleus, to mold into the 
cup, and to permit the rupture of the zonule before 
rotation is begun. 

“Tdeally, the lens is rotated around its own center 
without changing the position of this center until 
the lower border of the lens has become the upper 
border and the anterior face has been turned poste- 
riorly. The hand rests upon the brow and temple 
which serve as the fulcrum of the gentle rotation. 
The lower border of the lens is rotated gently for- 
ward into the pupil, the back of the cup looking first 
forward, then up, and then gradually blocking the 
pupil as the lens rotation is complete. The motion 
of manipulation is almost wholly a wrist motion 
with a little sliding of all the fingers in the final 
movement of extraction.” 

The breaking strength of zonules differs material- 
ly, requiring a weight of from 5 to 10 gm. for rupture. 
Zonules of hypermetropic eyes are tougher than 
those of myopic eyes; therefore myopic eyes must 
be handled more carefully. 
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Fixation in the Barraquer operation is made by 
grasping only the conjunctiva and episclera practi- 
cally go degrees below and slightly lifting with the 
forceps after the incision is begun. The incision used 
causes the least amount of deformity and pressure. 
The knife is inserted at right angles to the sclera 
and turned parallel with the iris only after the tip 
of the blade has entered the anterior chamber; 
Barraquer uses the violin-bow movement. When 
the incision reaches the limbus above, the blade is 
directed backward and downward to form a small 
tongue of sclera. 

The smallest possible peripheral iridectomy is 
then made, the iris being grasped as near the root as 
possible. A suture of fine black silk is inserted as a 
through-and-through suture passing into both sides 
of the wound, and a double tie is placed but not set. 
Blood clots are then cleared away, and after the 
eresiphake has been tested by the manometer and 
the ear, it is gently eased into position just below the 
border of the iris to the left of the center. A gentle 
lateral movement shows that no iris is included. 
Suction is then applied and the lens is rotated out 
through the pupillary opening. At the beginning 
of rotation, gentle pressure on the cornea below may 
be of aid. 

After the extraction, the toilet of the eye is never 
begun until all knots are set. The clots and shreds 
are then lifted off with forceps, not wiped away. 
The case is never left until the pupil is central and 
all possible enclavement of the iris is released. Eser- 
ine Ointment is used freely and a gauze dressing 
moistened with salt solution and covered with torn 
cotton and a second layer of gauze is secured with 
adhesive tape. In the absence of pain and discomfort 
the dressing is not changed for four days. The re- 
sulting astigmatism is slight, ranging, according to 
Barraquer, from 0.5 to 1.0 diopter. 

On the basis of his findings with the slit lamp, 
Barraquer claims that in uncomplicated cases of 
vacuum extraction, the vitreous practically never 
herniates through the pupil. Glaucoma and retinal 
detachment will never occur after a correctly done 
Barraquer operation. Peters’ suggestion that the 
instrumental vibration might set up vitreous or other 
intra-ocular disturbances has not been borne out; 
on the contrary, the vast majority of cases of Bar- 
raquer extraction are uncomplicated. 

Manrorp R. WA tz, M.D. 


Wolff, J.: A Conjunctival Apron or Safety Flap in 
Cataract Extraction: A Plea for Its Adoption as 
a Routine Procedure. Arch. Ophth., 1923, lii, 554. 


In the procedure described, two points at the 
limbus are selected to include the upper fourth of 
the cornea and a horizontal incision is made through 
the conjunctiva outward for 2mm. From the ends of 
these incisions, diverging oblique incisions are made, 
one in a temporal and upward direction and the 
other in a nasal and upward direction. The flap is 
then detached from the upper limbus and under- 
mined. Sutures are inserted in the points of the con- 


junctival flap, anchored in episcleral tissue, and put 
to one side while the extraction is done. The author 
claims that when a flap of this type is properly ap- 
plied the wound will not open after the patient 
leaves the operating table. Wescort, M.D. 


Thomasson, A. H.: Chronic Gonorrheeal Prostati- 
tis, a Possible Etiological Factor in Certain 
Inflammations of the Eye, with a Report of 
Cases. Arch. Ophth., 1923, lii, 546. 


Thomasson calls attention to the fact that al- 
though it has long been known that the gonococcus 
causes metastatic inflammation of the eye, there 
is little mention in the textbooks of the prostate as a 
focus of infection. He reports five cases with in- 
volvement of the cornea, iris, and choroid in all of 
which, after proper treatment of the prostatic infec- 
tion, the condition cleared up and in four of which 
vision became normal. Vircit Wescott, M.D. 


Gifford, S. R.: Intracisternal Injections in the 
Treatment of Luetic Optic Atrophy. Brit. J. 
Ophth., 1923, vii, 506. 

In a case of luetic optic atrophy referred to Suker 
with an unfavorable prognosis the rapidly advancing 
loss of sight and atrophy were checked by four intra- 
ventricular injections of 1/50 gr. of bichloride of 
mercury, vision of 20/200 R.E. and 20/50 L. E. was 
increased to 20/15 in both eyes, a markedly con- 
tracted visual field was greatly broadened, and a 
three plus spinal fluid Wassermann test was made 
negative. The improvement in the condition con- 
tinued for two and one-half years. 

A review of the literature on the pathogenesis of 
optic atrophy reveals a diversity of theories. Von 
Hippel considers the question unsettled. Stargardt 
has come to the conclusion that optic atrophy is 
secondary to changes of late syphilis such as are 
found elsewhere in the body, being therefore the 
result of the presence of spirochete. ‘The only 
positive findings have been those of Igersheimer who, 
in four cases, discovered small foci of spirochaete in 
close relation to the visual apparatus. All other 
attempts.have failed. 

If Stargardt is correct that an active luetic process 
is at work, the process can be stopped if the spir- 
ochetz can be killed. The difficulty lies in the fact 
that the site of the active process is not very acces- 
sible to the usual methods of attack. Intensive use 
of salvarsan has been tried with moderate success; 
the Swift-Ellis method and others have had little 
effect in cases of higher lesions such as those of 
paresis and optic atrophy. A few good results 
following spinal treatment have been reported, but 
it is easier to understand the failures of these 
methods than their successes when the circulation 
of the cerebrospinal fluid from the choroid plexus 
downward is considered. Dercum has reported good 
results following spinal drainage, but Stokes and 
Osbourne claim that intraspinal treatment is better. 

Various attempts have been made to produce 4 
concentration of the drug around the optic nerve, 
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but the reports have not established the value of the 
methods employed. 

Schoenberg in 1916 stained the nerves of animals 
by injections into the lateral ventricles, and later 
reported five cases of optic atrophy treated with 
salvarsanized serum injected into the ventricles. 
Suker has used the same route, injecting bichloride 
of mercury; good results in optic atrophy have been 
reported. Among the neurologists, the use of the 
intracranical route for salvarsan injections is not 
uncommon, and massive doses up to 160 mgm. 
have been given in this way with no unfavorable 

ffects. 

: Because of the encouraging results obtained in the 
author’s first case, five other patients consented to 
the intracranial injections. Three or four injections 
of 1/50 gr. of bichloride of mercury were given at 
intervals of from ten days to three weeks. None 
of these cases has been under observation long enough 
to warrant the assumption that the process has been 
definitely stopped. 

It is assumed that mercury injected into the basal 
cisterna will reach the meninges and pia! septa of 
the nerve by the shortest possible route. Such an 
injection increases the permeability of the meninges 
to drugs in the blood stream in two ways: by the 
simple drainage of the fluid and by the aseptic 
inflammation it sets up. The increased permeability 
may be assumed to allow the passage of much larger 
quantities of antibodies than normal. 

The author draws the following conclusions: 

1. Intracranial injections of bichloride o mer- 
cury have given better results than other methods 
previously tried. In several cases the condition was 
arrested, useful vision being preserved for periods of 
from one to two and a half years. A negative Was- 
sermann test has often been obtained by such treat- 
ment. 

2. Intracisternal injection is a relatively simple 
and safe procedure. 

3. Improvement in vision, especially following the 
first injection, is presumptive evidence of the pres 
ence of an active infiltrative process. 

4. The best results are to be expected in early 
cases with definite defects in part of the field but 
with relatively good central vision, at least in one 
eye, and with little evidence of other nervous in- 
volvement. 

5. Good results are not to be expected in late 
cases or in advanced cases of paresis. Even if the 
atrophy is not advanced, the more general the 
nervous involvement, the less the chance of stopping 
the process in the nerve. 

Manrorp R. Wattz, M.D. 


Keegan, J. J.: The Technique and Reaction of 
Intracranial Mercuric Bichloride Injections. 
Brit. J. Ophth., 1923, vii, 522. 

Cisternal injection of bichloride of mercury was 
used in cases of optic atrophy instead of ventricular 
injection because: (1) it is more convenient, incision 
and trephination being unnecessary, and (2) the 
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drug enters a point in the cerebrospinal fluid circula- 
tion considerably nearer the optic tract. 

The technique of entry is not difficult. An or- 
dinary 18-gauge lumbar puncture needle is inserted 
into the neck directly over the prominent spine of the 
second cervical vertebra and directed upward at an 
angle of 45 degrees so that it enters the cisterna 
magna at a depth of from 4 to6 cm. A guard at this 
depth is placed on the needle for safety. Twenty- 
five cubic centimeters of fluid are withdrawn by 
syphonage, and to 15 c.cm. of this are added 3 to 
5 drops of a 0.5 per cent bichloride of mercury solu- 
tion. This is then re-injected by the gravity method. 

There is usually almost an immediate reaction of 
severe occipital and frontal headache with nausea 
and vomiting, a temporary drop in the blood pressure, 
moderate shock, and a slight elevation of the tem- 
perature. Within twenty-four hours the patient 
usually recovers sufficiently to go home but stiffness 
in the suboccipital region, headache, and nervous- 
ness may persist. Manrorp R. Wattz, M.D. 


Carvill, M.: Bitemporal Contraction of the Fields 
of Vision in Pregnancy. Am. J. Ophth., 1923, 3 s. 
vi, 885. 

Bitemporal contraction of the fields has been 
observed in pregnant women by various ophthal- 
mologists for the last twenty years but some of the 
earlier observers failed to recognize this condition as 
due to enlargement of the hypophysis. In 1922 
Finlay of Havana drew the conclusion that the 
contraction was due to compression of the chiasm 
which often occurs as a result of normal hyper- 
trophy of the hypophysis during pregnancy. 

In 1908 Erdheim and Stumme conclusively 
demonstrated the incidence of hypophyseal en- 
largement during pregnancy, that this enlargement 
occurs chiefly in the vertical and lateral diameters 
due to enlargement of the anterior lobe, and that the 
increase is never entirely lost. Thus they proved 
one of the two points necessary to establish the 
validity of Finlay’s conclusions. The second point 
necessary to establish these conclusions is that 
bitemporal contraction of the visual fields is fairly 
constant. This was proved in a series of 100 cases 
at the New England Hospital for Women and 
Children. The women examined were intelligent 
pregnant women without complications. The fields 
were determined in daylight from a northern ex- 
posure with a perimeter with a 26-cm. radius, using 
a 5-mm. opaque-white test ‘object. Twelve of the 
100 patients are not considered in the discussion as 
the last examination was made more than three 
weeks before parturition. Of the remaining eighty- 
eight, 5.6 per cent were normal, 94.4 per cent showed 
more or less bitemporal contraction, 25 per cent 
showed a contraction of 20 degrees or more, 56.5 
per cent showed a contraction of from 10 to 20 
degrees, and 12.5 per cent showed a contraction of 
less than 10 degrees. Five degrees was the minimum 
considered. Fifty-one per cent of the women were 
primipare. Manrorp R. Wattz, M.D. 
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Sichel, A. W., and Fraser, A. R.: Hemianopia as 
the Sole Clinical Feature in Untreated Secon- 
dary Syphilis. Brit. J. Ophth., 1923, vii, 525. 

Contrary to previous teachings, cerebrospinal in- 
volvement in syphilis occurs early. 

According to clinical observations, there are two 
distinct strains of spirochete, a dermotrophic and 
a neurotrophic strain, and these have a definite 
selective action. The disease in the central nervous 
system is essentially one of lympharteritis, and even 
when a neurotrophic strain is present a dominating 
cerebral manifestation in the early stages is rare. 
These manifestations must not be confused with 
neurorecidives which follow the administration of 
salvarsan, are not rare, and are due to inefficient 
treatment with massive doses of salvarsan. 

Two distinct classes of lesions of the cerebrospinal 
axis are recognized: (1) a meningo-lympho-vascular 
type, including gummatous and endarteritic proc- 
esses, and (2) a parenchymatous type. Hemianopia 
due to a meningeal lesion between the chiasma and 
occipital lobes is not rare but is usually a late mani- 
festation. 

The authors report a case of hard chancre of the 
glans penis in a man 29 years of age which healed in 
eight weeks without any medical treatment. No 
other symptoms developed until four months later 
when the patient noticed that his vision was failing 
and that he was obliged to turn his head to the right 
when reading. The serum reaction was four plus. 
A spinal fluid test was refused. The ophthalmic 
examination was practically negative except that it 
showed complete loss of vision in the right half of 
each field, the line of demarcation passing to the 
right of the fixation point. Under specific treatment 
vision was completely restored in the left eye and 
more than half restored in the right within a month. 
The homonymous hemianopia on the right side was 
the sole manifestation of the disease. The lesion was 
localized at some point on the optic tract between 
the chiasma and the cortical centers. 

Manrorp R. Wattz, M.D. 


Von der Heydt, R.: Slit-Lamp Microscopy of the 
Living Eye: Its Aid to Histological Research 
and as a Refinement in Ophthalmic Diagnosis. 
Ohio State M.J., 1923, xix, 773. 


Von der Heydt points out the great advantage of 
the intelligent use of the slit lamp in investigating 
the living eye and the importance of the Gullstrand 
ophthalmoscope and slit lamp in the equipment of 
the modern ophthalmologist’s office. 

The slit lamp is used to study the cornea in all of 
its parts, including the limbus, the iris, the lens, 
and the media of the eye, aqueous and vitreous. 
With a simple attachment it can be employed to 
study the nerve-head and retina stereoscopically. 
The discovery of very early changes in these struc- 
tures leads to prompt treatment and consequently 
prompt relief. Many findings have been proved 
normal which heretofore were considered patholog- 
ical. Tuomas D. ALLEN, M.D. 
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Benedict, W. L., and Knight, M. S.: Infl:2.aatory 
Pseudotumor of the Orbit. Arch. Ophih., 1923, 
lii, 582. 

Inflammatory pseudotumor of the orbit is a rare 
clinical condition which in most instances cannot be 
satisfactorily diagnosed without microscopic exami- 
nation of the tissue involved. The condition js 
characterized by disturbances of motility of the eyes, 
proptosis usually with lateral displacement of the 
eye in the affected orbit, swelling of the lids, and an 
increase in the bulk of the retrobulbar tissue. The 
onset is slow and not accompanied by the usual 
symptoms of inflammation. 

Birch-Hirschfeld’s classification of pseudotumors 
has been followed by the authors of this article as 
by most other writers. 

Group 1. Cases in which the syndrome of benign 
or malignant neoplasms is presented clinically, but 
in which recovery is spontaneous or follows the 
administration of drugs, such as potassium iodide, 
mercury, and quinine. 

Group 2. Cases in which the diagnosis of orbital 
tumor is made from the clinical picture, but the 
tumor is not discovered when the orbit is opened. 

Group 3. Cases in which a tumor is found at 
operation, but on microscopic examination is dis- 
covered to consist of chronic inflammatory tissue. 

Six cases are reported, three belonging to the 
second group and three to the third group. All 
presented clinically the signs and symptoms of a 
benign or malignant orbital neoplasm. In three 
cases no tumor was found at operation. In the 
others, microscopic examination of the tumors re- 
moved at operation proved them to be inflammatory 
in character. 

It has been suggested that the lesion is of infectious 
origin, and the finding of foci of infection elsewhere 
in the body preceding or accompanying the signs of 
orbital tumor makes this hypothesis seem proba- 
ble. In one case the orbital swelling seemed to be 
associated with dental infection and a marked 
exacerbation immediately followed the opening of 
the focus by extraction of the teeth. Another case 
had been treated for six months for bilateral chronic 
purulent dacryocystitis. 

As the patient is usually not suffering from the 
infection, the absence of fever, high leucocyte count, 
and local pain serves to differentiate pseudotumors 
from the common inflammatory processes within 
the orbit. Lymphocytosis has been reported as a 
constant finding and an aid in diagnosis, but in the 
cases reported there was no evidence of an increase 
in the lymphocytes in the blood. 

The orbital tissue studded with groups of lympho- 
cytes resembling follicles with an outer ring of 
plasma cells, the endarteritic changes, and the ab- 
sence of all signs of malignant growth form the 
characteristic pathological picture described in the 
literature. The microscopic findings in two of the 
cases corresponded closely to this description and in 
these two cases the exophthalmos had persisted 
longest. In the others, the pathological picture 


| 
| 
| 
| 
‘ 
I 
i 
I 
t 
i 
t 
i 


SURGERY OF THE HEAD AND NECK 


showed considerable variation. One was complicated 
by hemorrhage, and another by acute secondary in- 
fection due to repeated attempts to drain a possible 
orbital abscess. A third showed the follicular ar- 
rangement of the lymphocytes without the plasma 
cells. As proptosis was of the shortest duration in 
these cases, the findings were interpreted as earlier 
stages of the same pathological process. 
Mary S. Knicut, M.D. 


EAR 


Friedenvald, H., and Breitstein, M. L.: Unusual 
Forms of Extension in Purulent Otitis Media, 
with Special Reference to Involvement of 
Cranial Nerves. Laryngoscope, 1923, xxxiii, 820. 


The authors report two cases in detail and review 
the literature. 

In the first case reported paralysis occurred in the 
left palatine arch, the left side of the tongue, and the 
left vocal chord and arytenoid. It appeared probable 
that the eustachian tube, the peritubal tissue, and 
the semicanalis tensoris tympani served as the route 
for the extension of the pus from the middle ear to 
the retropharyngeal region. A retropharyngeal ab- 
scess at this level might press directly upon the 
glossopharyngeal, vagus, accessory, and hypoglossal 
nerves, and such pressure would explain all of the 
lesions. 

The probable cause of the abducens paralysis in 
the second case was toxic neuritis due to the reten- 
tion of pus. James C. Braswett, M.D. 


Kerrison, P. D.: The Indications for Surgical Inter- 
vention in Acute Suppuration of the Middle 
Ear. Laryngoscope, 1923, Xxxili, 811. 

Surgical intervention as outlined by the author 
should include only myringotomy and mastoidec- 
tomy. 

The indications for myringotomy are earache, 
elevation of the temperature, and impairment of 
hearing associated with physica] signs of inflamma- 
tion and bulging of the drum membrane. 

_ The indications for mastoidectomy are the follow- 
ing: 

1. Postauricular cedema or subperiosteal abscess. 

2. Definite mastoid tenderness extending wel! 
beyond the limits of the antrum and showing no 
tendency to decrease within six or seven days follow- 
ing incision of the drum membrane. 

3. Marked variations in the amount of discharge 
extending over a considerable period of time, the 
periods of flow showing an amount of pus obviously 
too great to be of purely tympanic origin. 

4. Prolonged discharge from the ear associated 
with persistent and marked diminution of hear- 
ing. 

5. The dripping drum membrane which continues 
to exude pus after one or more myringotomies. 

6. A sudden change in the temperature during the 
course of any acute or subacute tympanomastoid 
infection. 
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7. The development at any time of homolateral 
abducens paralysis with evidence of tympano- 
mastoid infection. 

8. Symptoms of septic absorption. 

In a case presenting unmistakable signs of mas- 
toid infection, a steadily increasing leucocyte count 
would be of great surgical significance. On the 
other hand, in the presence of certain clearly defined 
local indications, the absence of marked blood 
changes would not disprove the necessity for surgical 
intervention. James C. Braswett, M.D. 


McKenzie, D.: Discussion on Labyrinth Deafness. 
Brit. M. J., 1923, ii, 867. 

Of two cases cited, in both of which, according to 
ear tests, the deafness was of nerve origin, one was 
entirely cured by cleaning out impacted cerumen 
and the other by catheterizing the eustachian tubes. 
Hence we are compelled to admit that “‘nerve deaf- 
ness’? may be induced by a simple obstruction in 
the conducting apparatus. We are not in a position 
to diagnose any disease of the labyrinth or nerve 
deafness in its earlier stages from the results of 
tuning fork tests, but the deafness in many cases 
of the Méniére group, for example, is often quite 
trifling and yet is often due undoubtedly to laby- - 
rinth disease. If, then, leaving vertigo out of account 
for the moment, the signs of ‘nerve deafness’ are 
present, and if on a general survey of a case—the 
history, the subjective sensations, the objective 
appearances of the tympanic membrane, the nose, 
nasopharynx, and eustachian orifices, and lastly 
the results of eustachian catheterization—no sign 
of middle-ear or meatal disease is found, it is justifi- 
able to conclude that, in spite of its mildness and 
possibly brief duration, the deafness is due to a 
disturbance in the nerve organization. One of the 
most important determinations is the type of deaf- 
ness present. This, then, is the proper use of the 
hearing tests. They can be used only in combina- 
tion with their correlatives. 

Speaking of mixed deafness, McKenzie explains 
the presence of the signs of nerve deafness by an 
extension of the middle-ear disease to the cochlea. 
On the basis of his cases he concludes that the most 
common single cause of nerve deafness is middle-ear 
disease. Labyrinth disease in adult life seldom leads 
to complete abolition of function. Of the non- 
purulent diseases affecting both ears, progressive 
nerve deafness, syphilis, and epidemic meningitis 
alone are. liable to end in absolute deafness. 

Acute disease of the labyrinth is accompanied by 
attacks of severe and sometimes prolonged vertigo, 
whereas in chronic labyrinth disease, while the 
vestibular reactions are often impaired, vertigo—at 
all events, severe vertigo—may be entirely absent. 
According to the author’s figures, vertigo of the 
“storm” type was present in only about 11 per cent 
of his cases of pure nerve deafness. 

The vertigo so common in labyrinth disease may 
be due to impacted cerumen or obstruction of the 
eustachian tube. 
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In cases of suppuration of the middle ear the 
labyrinth storm occurs under two conditions: first, 
when purulent labyrinthitis is set up by a sudden 
and massive invasion of the labyrinth spaces by 
pyogenic organisms, and second, when, without 
actual or at least massive invasion, toxins of these 
organisms induce what is called “serous labyrin- 
thitis.’”’ In the former event, the sense organs of 
hearing and equilibration being destroyed, the laby- 
rinth storm does not recur. In the latter event, the 
end-organs, though possibly permanently damaged, 
are not destroyed, and obviously the storm may occur. 

From these facts it appears logical to assume that 
when the labyrinth storm occurs in the course of a 
chronic or subacute non-purulent otitis media, some- 
thing happens which is comparable to the serous 
labyrinthitis of purulent otitis media. This may 
be the same kind of change that induces the nerve 
deafness element ofa “‘mixed”’ catarrhal case. 

The lesion which induces the labyrinth storm of 
herpetic deafness is known. In this case the virus 
attacks, not the end-organ, but the vestibular 
ganglion and with it usually the ganglion of the 
cochlea. This variety also is non-recurrent. 

In syphilis of the labyrinth, the labyrinth storm 
is a frequent and recurring symptom. 

The author speaks of several different groups of 

‘labyrinth storms: 

1. The mild type which gradually subsides, 
leaving the patient more or less deaf. This is bene- 
fited most by medical treatment. 

2. More severe attacks occurring frequently, 
induced by slight causes, and having no tendency to 
spontaneous cure. These are probably due to a rise 
in the intra-labyrinthine pressure. 

Mention is made also of labyrinth deafness due to 
degeneration of Corti’s organ from over-stimulation 
and the deafness corresponding to the pitch of the 
causative noise. Senile deafness is often relieved 
by the removal of impacted cerumen. An insidious 
form of nerve deafness is known as “progressive 
nerve deafness.”’ This develops without labyrinth 
or canalicular irritation, tinnitus, or vertigo. The 
author believes it is a premature senile change. 

With regard to syphilis of the labyrinth little is 
known. A Wassermann test should be made in all 
cases of deafness occurring before the age of 50 years, 
especially if the condition is progressing rapidly. 
True nerve deafness necessitates a general examina- 
tion. 

In conclusion the author expresses the belief that 
treatment will always be unsatisfactory as nothing 
can restore a destroyed sensory end-organ and 
nothing can rejuvenate an organ of Corti degener- 
ated by age and disease. However, although we 
cannot cure a destructive cochlear lesion, we can at 
least prevent its occurrence in a large group of cases. 
There is reason to believe that most cases of laby- 
rinth deafness and many advancing diseases of the 
middle ear can be, if not cured, at least checked. 
Fleeting attacks of middle-ear catarrh in children 
and young adults, occasional attacks of earache, and 
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slight attacks of deafness following a “cold’”’ should 
receive careful attention. A heavy responsibility 
rests upon those who venture to decry such a simple 
operation, for example, as the timely removal of 
adenoids in the young, as there is good reason to 
believe that the trifling and evanescent attacks 
mentioned foreshadow serious middle-ear deafness 
in early adult life and subsequent grave and irrep- 
arable involvement of the labyrinth. ; 
Guy L. Boypen, M.D. 


NOSE 


Cohen, L.: Immediate and Late Treatment of 

Nasal Fractures. Laryngoscope, 1923, xxxiii, 847. 

Recognition of nasal fractures presents little 
difficulty as mere inspection often suffices. 

Largely through precedent it is customary to wait 
for the swelling to subside before correcting nasal 
fractures. Cohen believes that better results might 
be obtained in a large number of cases if corrective 
measures were undertaken as soon as possible. 

When both nasal bones are fractured, early setting 
is accomplished by the simple method of lifting the 
depressed fragments, setting the fractured bony 
septum in the midline, and retaining this position by 
the introduction of gauze packing into the nose and 
the application of a splint externally. 

When the bone of one side is completely fractured 
with the bony septum, and the other bone is only 
slightly cracked, setting is more difficult. In such 
cases the entire nose must be mobilized with the 
Adams forceps, and possibly with the hammer, 
before the bones are fixed in place. 

In the cases of adults, local anesthesia may be 
used. In those of children the author uses ether. 

James C. BrasweLt, M.D. 


Gillies, H. D.: Deformities of the Syphilitic Nose. 
Brit. M. J., 1923, ii, 977. 


Deformities of the syphilitic nose are divided into 
three groups. 

1. Those in which a small amount of cartilagin- 
ous septum with its mucous membrane may be lost. 

2. The common type characterized by loss of 
the bony cartilaginous bridge combined with great 
destruction of the mucous membrane. 

3. The same destruction as that in the second 
group but with additional destruction of some or all 
of the external skin. 

Group 1. The deformities of this group are un- 
common. They are confined to the bridge of the nose 
and are due to the loss of the cartilaginous support. 
They are treated by the implantation of a piece 0 
cartilage to give the nose the shape and support 
originally given it by the septum. 

Group 2. In this group it is important to supply 
a substitute for the lost mucous membrane in addi- 
tion to a substitute for the missing bridge of the nose. 
The author uses Thiersch grafts, and describes his 
method of introducing the skin graft. A cartilage 
implant is used as a substitute for the missing bridge. 
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Group 3. When there is destruction of the ex- 
ternal elements of the nose in addition to the de- 
struction found in cases of Group 2, more or less 
extensive rhinoplasty is necessary. 

Persons with syphilitic deformities of the nose 
should be kept under control by specific remedies, 
but a positive Wassermann reaction is not a contra- 
indication to operation. Wutxtam B. Stark, M.D. 


Yates, A. L.: The Simulation of Active Pulmonary 
Tuberculosis by Painless Maxillary Sinusitis. 
Lancet, 1923, ccv, 968. 


The author reports several cases in which pulmon- 
ary tuberculosis was simulated by maxillary sinusitis, 
and describes at considerable length the physical 
findings in the nose and throat in cases of: (1) pain- 
less maxillary sinusitis, (2) pulmonary tuberculosis, 
(3) pulmonary tuberculosis complicated by sinusitis. 

In painless maxillary sinusitis the nose generally 
appears normal and the airway is good on both sides. 
On the affected side, however, there is generally 
slight enlargement of the middle turbinate. Pos- 
terior rhinoscopy reveals mucopus or an excess of 
mucus in the nasopharynx. The posterior end of 
the middle turbinate of the affected side is enlarged, 
its outer or meatal surface may show irregular 
hypertrophy, and mucopus is usually seen in the 
posterior end of the middle meatus. The soft palate 
is thick, especially on its posterior surface, where a 
rounded thickening occurs above the posterior sur- 
face of the uvula. The reflex sensibility of the soft 
palate is generally greatly increased. In some cases 
spontaneous vomiting occurs. Thisis overcome after 
afew days by painting the pharynx with silver 
nitrate. The posterior wall of the oropharynx is 
red and shows on its surface a network of blood- 
vessels between which the mucous membrane is 
raised above the surface and of a velvety appearance. 
The posterior surface of the tongue shows marked 
hypertrophic masses, particularly in and at the 
sides of the glotto-epiglottidean pouch. 

The laryngeal changes depend upon the position 
of the epiglottis and do not occur when the epiglottis 
is tilted backward so that it touches the posterior 
pharyngeal wall. When the epiglottis is seen in its 
normal situation the entire larynx is red, the pos- 
terior surface of the arytenoids is greatly hyper- 
trophied, and the mucous membrane of the space 
between them is generally hypertrophied to such 
an extent that the mucous membrane covering the 
arytenoids forms an oblong red bar from which the 
false cords take origin. In this hypertrophied mass 
the movements of individual arytenoids are difficult 
to distinguish, and a forward prolongation of the 
hypertrophy is often situated centrally, rendering 
aview of the posterior commissure difficult to obtain. 

The mucous membrane covering the inner surface 
of the trachea is red, thick, and actively secreting, 
and the tracheal rings are rarely seen through the 
mucous membrane. The tonsils in these cases are 
usually hypertrophied, but when the affected sinus 
is drained the enlargement often disappears. The 
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tonsil on the side of the affected sinus is practically 
always the larger. 

Pulmonary tuberculosis is characterized by pallor 
and lack of reflex sensibility of the larynx, oro- 
pharynx, and laryngopharynx, and to a less extent 
of the nasopharynx. The mucous membrane through- 
out is thin and lacks reaction. The larynx is pale, 
the arytenoids are small, the inter-arytenoid space is 
marked, and the vocal cords appear thin. Pos- 
teriorly in the posterior commissure the mucous 
membrane is white and thickened. On phonation 
this thickening is squeezed into a shaped protu- 
berance about 1 or 2 mm. thick. This shaped form 
is due apparently to fixation of the mucous mem- 
brane to a median raphé. When ulceration occurs 
it begins, as a rule, at the bottom of this central or 
fixed portion. 

The same pallor and lack of reflex sensibility of 
the mucous membrane of the palate, pharynx, 
and larynx are noted also in cases of pulmonary 
tuberculosis and sinusitis together. The naso- 
pharynx contains pus or infected mucus; not in- 
frequently this is seen under the middle turbinate 
of the affected side, but cannot be observed by 
anterior rhinoscopy. The nose appears normal 
except for a pallid and thin mucous membrane. The 
oropharynx shows a network of blood vessels between 
which the mucous membrane presents a pale velvety 
swelling. The larynx is pale, the mucous membrane 
covering the arytenoids shows pallid thickening, 
and the inter-arytenoid space is diminished or 
absent. The mucous membrane of the arytenoid 
region tends to form an oblong bar, smaller than 
that seen in sinusitis without pulmonary tubercu- 
losis, and the forward prolongation is more marked, 
not infrequently overhanging the larynx. The 
mucous membrane of the trachea is thin, and the 
rings are seen plainly. The tonsils are small and 
pale; if enlargement has occurred it is generally 
noted in the lower pole. 

The author’s interesting explanation of the inter- 
action of the two conditions is as follows: 

“Tubercle bacilli shut off from the general blood- 
stream in miliary tubercles produce toxins which, 
passing into the general circulation, cause anti- 
toxins to be formed, and an antitoxic balance is 
produced. Few antibacterial substances are pro- 
duced, and the tubercle bacilli continue to live, but 
not to multiply unless some change in their environ- 
ment takes place. Micro-organisms in the sinuses 
continue to multiply and secrete toxins which, be- 
ing absorbed by the mucous membrane, produce 
antitoxins, and an antitoxic balance is produced. 
The bacteria in the sinuses do not reach the blood 
stream; hence few, if any, antibacterial substances 
are produced. The presence of toxins within the 
nasal passages produces a reaction within the mucous 
membrane which may remove the bacteria, but the 
existence of a chronic sinusitis is evidence that the 
bacteria have not been removed, but that they have 
adapted themselves to their altered environment, 
in which process they generally become diminished 
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in virulence so long as the environment is not again 
altered. 

“Any alteration of environment tends to alter 
this virulence, and if there is for any reason an 
increased absorption of toxin above that against 
which the body is protected, it upsets not only the 
antitoxic balance of that micro-organism, but also 
that of the tuberculous infection, and a flare-up 
of the tuberculous processes results. It is therefore 
of paramount importance to immunize the patient 
to a high degree against the nasal infection and to 
guard against the development of micro-organisms 
within the sinuses by packing these where possible 
with some antiseptic of prolonged action, such as 
iodoform emulsion. In general, patients with tuber- 
culosis of the lungs should be operated upon under 
local anesthesia, lest a bronchitis or pneumonia result- 
ing from the inhalation of the anesthetic activate the 
pulmonary tuberculosis.””» Orro M. Rort, M.D. 


MOUTH 


Marshall, J. A.: Changes in Tooth Structure Re- 
sulting from Deficient Diets. J. Am. M. Ass., 
1923, Ixxxi, 1665. 

Marshall reports the changes occurring in the 
teeth of dogs fed restricted diets deficient princi- 
pally in calcium and phosphorus, but given sufficient 
vitamins and sunlight. 

The result in nine puppies was definitely apparent 
in the delay of normal eruption of the teeth, and 
especially in imperfect calcification of the dentine. 
The enamel, however, showed only a slight change 
at certain points. On microscopic examination, the 
tissue which filled the normal dentine spaces ap- 
peared to have lost all organic and inorganic struc- 
ture, consisting only of fibrous connective tissue. 

CHARLES W. FREEMAN, D.D.S. 


Tholen, E. F.: Dental Impactions and Their 
Sequelz. J. Am. M. Ass., 1923, Ixxxi, 1664. 


The author states that in the majority of cases of 
impacted teeth coming under his observation the 
condition apparently caused no pathological changes 
demonstrable by roentgen or clinical examination. 
He reports on eighty-four cases seen in a period of 
three years. In forty-eight of these the impaction 
caused infective lesions such as periosteitis, osteo- 
myelitis, and necrosis, and in twenty-three, reflex 
nerve disturbances such as neuralgia, headache, etc. 
In thirteen cases the author was consulted because 
of postoperative complications following the removal 
of impacted teeth. His conclusions are as follows: 

1. The presence of an impacted tooth does not 
necessarily give rise to pathological changes, but 
conditions in each case must be carefully studied to 
make a proper diagnosis and prognosis. 

2. The seriousness of the operation for the re- 
moval of impacted teeth is underrated. Frequently 
traumatic injury caused by their removal is more 
serious than the impacted tooth. 

Cuarces W. Freeman, D.D.S. 
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Diggle, F. H.: Some Observations on Laryngo- 
Fissure and Its Technique. Practilionwr, 192; 
cxl, 356. 

Diggle reviews the history of laryngofissure, 
thyrotomy, or thyrochondrotomy, from 1851, when 
Buck, of New York, first performed the operation for 
malignant disease, up to the present day. In a series 
of cases reported by Mackenzie in 1873 the percent- 
age of cures was 14.5. Between 1888 and 1804 this 
increased to 50 per cent and since 1894 it has ranged 
from 52 to 80 per cent. 

The author describes the lymph-vascular system 
of the larynx, showing why the probability of me- 
tastases from intralaryngeal malignancy is rela- 
tively slight. 

When performing laryngofissure the author makes 
a point of tying the superior laryngeal artery above 
the thyroid cartilage just before it pierces the 
thyrohyoid membrane. B. Stark, M.D. 


Novak, F. J.: Carcinoma of the Larynx. Illinois 
M. J., 1923, xliv, 338. 


The problem of cancer is not primarily surgical. 
Excision of a carcinoma with no accurate method of 
determining its limits is actually incision. 

The two disadvantages of incising a neoplasm are 
that it may convert a relatively benign, slowly grow- 
ing tumor into a rapidly growing malignant neo- 
plasm and cause the dissemination of metastases. 

Instead of surgery, Novak employs electrocoagu- 
lation. By this means it is possible to destroy the 
tumor completely and to observe the destruction 
as the desiccation of the mass takes place. The 
method seals up the capillaries and lymphatics in the 
immediate vicinity of the tumor and _ prevents 
metastasis. Subsequent treatment consists in the 
usual irradiation with the X-ray or radium or both. 

The technique of treating carcinoma of the larynx 
by electrocoagulation is described in detail. The 
author gains access to the larynx by suspension 
laryngoscopy. While no conclusions can be drawn 
as yet, the successful results of electrocoagulation in 
urological conditions would seem to indicate that 
good results should be obtained also in laryngological 
conditions. A. R. Hortenper, M.D. 


Robert, C. W.: Pitfalls in the Management of 
Thyroid Disorders. J. Med. Ass. Georgia, 1923, 
xii, 444. 

The prevention of thyroid diseases is a public 
health question. Experimental data indicate that 
the disease may be prevented by the administration 
of iodine in early life. 

In certain types of goiter, iodine is a two-edged 
sword. Before it is given a careful study should be 
made to determine whether the thyroid is hypo 
active or hyperactive. When a case is found suitable 
for iodine treatment, careful follow-up attention 
must be given lest a quiescent thyroid be rendered 
active. At the present time, iodine treatment should 
be limited to the colloid enlargements seen in ado- 
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lescent girls. In cases of adenoma and toxic cases, 
it is distinctly contra-indicated, and in cases of 
colloid goiter in adult life it does not reduce the mass. 

Enlargement of the thyroid gland is never harm- 
less; although it is considered physiological when it 
is associated with puberty and pregnancy, accumu- 
lating evidence strongly indicates that these are the 
cases in which trouble is experienced later in life. 
The concern of the physician should be to aid by 
iodine therapy the establishment of complete 
resolution in the gland after the period of physio- 
logical stimulation has passed. In the operative 
treatment of permanently established hypertrophy, 
whether manifest, as in cases of adenoma or large 
colloid goiter, or more or less concealed, as in many 
of the toxic cases, gland physiology must be taken 
into account. When the indication for surgical 
treatment is pressure, the ideal operation is one which 
reduces the gland mass to that compatible with 
comfort and the best cosmetic result. When the 
indication is hyperplasia and hypersecretion, it is 
the procedure which destroys a sufficient part of the 
gland tissue to cope adequately with the excessive 
supply of thyroxin. 

The best results are obtained when all foci of 
infection are given proper care. 

Since the introduction of local anesthesia, acute 
postoperative hyperthyroidism has been becoming 
rare. Polar ligations, the many-stage operation, thor- 
ough study of each case, and the avoidance of hasty 
operation with inadequate observation and prepara- 
tion will soon lower this complication to the irre- 
ducible minimum. 

In conclusion the author states that many cases 
are medical, and some are benefited and a few cured 
by the X-ray and radium. 

ArtHur L. SHREFFLER, M.D. 


Hubbard, R. S., and Webb, C. W.: Acetone in the 
Expired Air of Goiter Patients: A Few De- 
terminations of the Changes in Blood Acetone 
During Thyroid Operations. Study II. The 
Thyroid. Clifton M. Bull., Clifton Springs, N. York, 
1923, ix, 126. 

The authors estimated the acetone of the breath 
of goiter patients by a method described by one of 
them in an earlier paper. They found that in a 
large percentage of the cases there was an increased 
excretion of acetone in the expired air before opera- 
tion, but that, in general, patients whose breath had 
an acetone odor were the ones tested. 

All of the cases studied showed increased acetone 
excretion after operation. 

Two of four cases tested showed an increase in the 
acetone in the blood after operation and one case 
ahigh acetonemia before operation. 

Epwin A. BAUMGARTNER, M.D. 


Hertzler, A. E.: Pelvic Findings in 100 Cases of 
Toxic Goiter. Am. J. Surg., 1923, Xxxvii, 274. 


The author noted the state of the pelvic organs in 


100 cases of thyroid enlargement. He excluded 
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young girls, women at the menopause, cases of 
exophthalmic goiter and markedly toxic adenoma, 
and all cases admitted for operation. The group 
included for the most part clinically mild cases in 
which the pulse varied between 90 and 130, the 
weight loss and thyroid enlargement were slight, 
and nervousness was moderate. 

In thirteen of the 100 cases the pelvic functions 
were accounted normal. In the remainder the fol- 
lowing conditions were found, given in the order of 
their frequency: dysmenorrhcea, displacement, dys- 
menorrhcea with displacement, displacement with 
cervical laceration and erosion, metrorrhagia, scanty 
flow, myomata, evidence of a pelvic operation, and 
fixed uterus. Severe thyrotoxicosis is not com- 
monly attended by pelvic disturbance. The meta- 
bolic rate was not definitely high in any of the 
cases. Women with pelvic disturbances and curable 
anatomical lesions should be operated upon. Those 
having small goiters should be given iodides and 
bromides; under this treatment the dysmenorrhcea 
will be apt to disappear unless there is a complicat- 
ing anatomical lesion. 

Francis T. H’Douster, M.D. 


Sielmann, R.: Roentgen Therapy in Exophthalmic 
Goiter (Roentgentherapie bei Basedow). Strah- 
lentherapie, 1923, XV, 450. 


In 328 cases of exophthalmic goiter roentgen ther- 
apy was used with good results. Of these, thirty- 
six (12 per cent) were operated upon unsuccessfully 
previous to irradiation. After the irradiation, 50.5 
per cent of the patients were without symptoms, 
44.5 per cent were benefited, and 5 per cent were not 
benefited. 

The author gives one-half to one-third of a skin 
erythema dose anteriorly with a 3-mm. aluminum 
filter. In the cases of sensitive patients he dis- 
tributes this dose over two successive days. 

The region of the thymus is always irradiated, 
but the parotid region is protected as much as 
possible. The treatment is repeated after a lapse of 
three and a half to four weeks. Generally, four or 
five irradiations are sufficient and more than ten are 
inadvisable. 

Acute and subacute cases react the best, particu- 
larly those of young persons; in older persons the 
condition is more apt to be refractory. The pa- 
tient need not be confined to the bed for the treat- 
ments. Intoxication from the irradiation never oc- 
curs. The nervous symptoms disappear first and 
the exophthalmos last. TosLerR (Z). 


Bower, J. O., and Clark, J. H.: A Preliminary 
Report of the Action of Buried Radium on 
Diseased Thyroids in Man. Am. J. Roentgenol., 
1923, xX, 875. 

From experiments on dogs in which radium needles 
were buried in the thyroid gland the authors con- 
clude that the normal thyroid is very resistant to 
radium rays. After determining that buried radium 
yields about sixteen times as much irradiation as the 
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usual surface application, they employed in three 
cases larger doses than are ordinarily given. 

In one case of carcinoma measuring 5 by 4 by 2 
cm., two 12.5 -mgm. needles were buried in the mass 
and 25 mgm. were applied externally over the mass 
for forty-eight hours. Three weeks later the mass 
was reduced by one-half; at this time two needles 
were again inserted for twenty-six hours. At the end 
of three months the mass presented a small amount 
of induration about the area of irradiation. 

In a second case a mass in the larynx which was 
coughed up was found to be a squamous-cell carci- 
noma. The metabolic rate was +44. After reflec- 
tion of the muscles, eight 12.5-mgm. radium needles 
were inserted and left in the thyroid gland twenty 
hours. Six weeks later the mass was reduced by 
one half and the metabolic rate was +17. Again 
radium was applied, five needles into the gland and 
37.5 mgm. externally over the mass for twenty-four 
hours. The thyroid gland returned to normal and 
the patient noticed that the tonsils were reduced in 
size. 

The third case, a case of adenomatous thyroid, 
was treated by embedding eight needles in the ex- 
posed gland for twenty-four hours. Four months 
later the patient had made a complete recovery. 

The authors conclude that large doses of radium 
are borne well by the thyroid, that the insertion 
of radium needles into the gland is superior to the 


injection of boiling water, quinine, urea, or polar 
ligation, and that radium is indicated in poor opera 
tive risks. They advise comparatively large doses 
of buried radium. A. James Larkin, MD. 


Tyler, A. F.: Carcinoma of Lingual Thyroid with 
Metastases in the Lungs. J. Radiol., 1923, iv, 381. 


Forty-four cases of lingual thyroids have been re- 
ported in the literature. These are due to incom- 
plete descent of the thyroid in its embryological de- 
velopment or remnants of thyroid tissue left along 
the thyroglossal duct during the descent. They are 
about eight times more frequent in the female than 
the male. 

The thyroid tissue usually lies in the posterior 
portion of the tongue at the juncture of the buccal 
and pharyngeal mucous membranes. 

The symptoms are local and due to pressure. The 
best treatment is surgical excision. 

Tyler reports a case which is of especial interest 
because it is the first in which malignant changes 
were found. 

Roentgenograms showed metastatic areas in both 
lungs. Radium and X-ray treatments were given, 
the latter over a period of two and one-half years. 

Autopsy revealed a necrotic area at the primary 
site, and multiple metastases throughout both lungs 
and in the mediastinal glands. 

Cuartes H. Heacock, M.D. 
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SURGERY OF THE 


BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Holmes, G. M.: The Clinical Manifestations of 
Cerebral Tumors. Glasgow M.J., 1923, n.s. xviii, 
224. 

The subject as here presented should appeal 
principally to the general practitioner. The term 
“tumor” is used in its wide application to include 
new-growths, cysts, chronic abscesses, local collec- 
tions of fluid, etc. Attention is brought to bear upon 
the pathological processes involved in brain-tumor 
symptoms. 

The pathogenesis of increased intracranial pressure 
is explained in some cases simply by the bulk of the 
tumor alone. In other cases oedema and circulatory 
disturbances around the tumor are responsible. 
A third factor is the occurrence of either internal or 
external hydrocephalus which is a damming-back 
of the cerebrospinal fluid either within the ventricles 
—i. e., compression of the foramen of Magendi, etc.— 
or on the surface of the brain from obstruction in 
the subarachnoid or perivascular spaces. Still an- 
other possible factor is a blocking of the foramen mag- 
num by the tumor or by backward displacement 
of the brain stem and cerebellum with consequent 
failure of the spinal fluid to escape from the skull. 

Of the general symptoms, headache is given first 
place in this consideration. This is characterized 
usually by a throbbing or bursting pain persisting 
for long periods and located in the forehead or 
behind the eyes except in cases of extra-and intra- 
cerebellar tumors, when it is usually occipital. 
Superficial tumors may cause localized pain. The 
symptom next in importance to headache is vomiting 
which occurs in the early morning hours and is 
invariably accompanied by headache and may or 
may not be accompanied by nausea. The most 
valuable sign is optic neuritis or papilloedema, 
but unfortunately this is absent especially in the 
early stages and in cases of tumor of the pons and 
basal ganglia, and rarely in those of tumor of the 
cerebellum and midbrain. Occasionally, however, a 
case may run its entire course without exhibiting 
any of the symptoms mentioned, either because the 
tumor grows very slowly and is so situated that it 
does not impede the circulation of blood, lymph, or 
cerebrospinal fluid, or it is of the infiltrating type 
and destroys the brain tissue as it invades it, causing 
little or no increase in bulk. Other much more rare 
and less dependable general symptoms are vertigo, 
a slow pulse rate, and such menta! symptoms as 
dullness, lethargy, and character change. 

The local symptoms are those which depend on 
the position of the tumor and the disturbances of 
function caused by compression or invasion of the 
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brain. Involvement of the precentral convolution 
may bring about localized paresis, palsy, or localized 
spasms of the opposite side of the body. Lesions 
of the parietal lobe cause subjective or objective 
sensory disturbances; if the growth is in the occipital 
lobe or the vicinity of the optic tracts or chiasm, it 
causes disturbances in the visual field. Involvement 
of the frontal lobes frequently causes characteristic 
degenerative personality changes. However, since 
these symptoms are not peculiarly characteristic 
of neoplastic lesions, the course of their development 
is of prime importance in the differential diagnosis. 

The slowness of tumor growth and extension with 
involvement of the neighboring regions brings about 
the gradual development of local symptoms with- 
out periods of diminished severity over months 
and years, this fact serving to differentiate tumors 
from most vascular lesions, uremia, and patches of 
rapidly developing inflammation. A slowly pro- 
gressive course is to be observed also in certain 
degenerative diseases of the brain and in progressive 
thromboses, but the more widely spread, usually 
bilateral distribution of the symptoms or signs of 
arteriosclerosis serve to eliminate the diagnosis of 
tumor. The presence ofirritative phenomena such as 
jacksonian epileptiform seizures, visual phenomena, 
etc., though occurring in cases of traumatic or inflam- 
matory cortical lesions, suggests brain tumor if there 
are also signs of a slowly progressing cerebral lesion. 

Unfortunately there are many exceptions to the 
rule of slow progression of symptoms in cases of 
tumor. Sudden acute or subacute exacerbations of 
local and general symptoms may be brought about 
by circulatory disturbances, interference with the 
flow of cerebrospinal fluid, inflammation and cedema 
about a tumor, and hemorrhage into or about the 
growth. Certain tumors are more apt to have an 
irregular and intermittent course on account of 
central softening and cavitation with consequent 
reduction in bulk or, if the cavity assumes the 
character of a retention cyst, an increase in bulk. 
An acute onset with symptoms of apoplexy has 
been noted after hemorrhage into a tumor of the 
soft infiltrating type which had not increased 
intracranial pressure sufficiently nor caused suf- 
ficient damage of important structures to produce 
general or local symptoms. 

Diseases to be differentiated from brain tumor 
are chronic degenerative affections of the brain, 
certain renal diseases, cerebral arteriosclerosis, gen- 
eral paralysis of the insane, primary hydrocephalus, 
and traumatic and inflammatory lesions. 

Of the accessory methods of diagnosis, roent- 
genography can reveal only calcified or osseous tu- 
mors. Ventriculography cannot be used without dis- 
crimination. Spinal puncture is of little value except 


321 


dolar 
era- 

loses 

D. 

with 

381. 

n re- 

com- 

de- 

long 

are 

than 

erior 

1ccal 

The 

erest 

inges 

both | 
iven, 

Is. 

mary 

ungs 

D. 


322 


to reveal high cerebrospinal fluid pressure and occa- 
sionally tumor cells, and may cause rapid death if 
withdrawing the fluid results in a sudden alteration 
in the pressure on the bulb and cerebellum. 

The next process after early diagnosis is localiza- 
tion. When the site of the lesion has been deter- 
mined the case is ready for the surgeon. It must be 
borne in mind that although the decompression 
operation alone is a palliative measure, it jeopardizes 
the chances of subsequent localization of the growth 
because it makes it difficult to decide whether 
further symptoms are due to decompression injury, 
alteration in the tension relations within the skull, 
or neoplasm. Knut H. Houck, M.D. 


Winternitz, A.: Newer Methods in the Surgical 
Treatment of Tumors of the Brain and Spinal 
Cord (Neuere Erfahrungen in der chirurgischen 
Behandlung der Hirn- und Rueckenmarkstumoren). 
Gyégydszal, 1923, 40, 56, and 66. 


Eighty-seven cases were operated upon. 

1. Cerebral growths were discovered in thirty-one 
cases. The growth was found at the site of locali- 
zation twenty times (64 per cent). Cheyne-Stokes 
breathing was present in 50 per cent, choked disk in 
60 per cent, and jacksonian epilepsy in 80 per cent. 
Of the twenty tumors found, eighteen were in the 
motor area, 58 per cent of the total number of cere- 
bral lobe tumors operated upon. Sixty-five per cent 
were easily operable. Gliofibromata or gliosarcomata 
were present in 65 per cent of the cases, tubercles in 
15 per cent, cysts in 15 per cent, and cysticerci in 5 
per cent. The largest growths weighed 120, 140, and 
160 gm. Six (30 per cent) of these twenty patients 
died; four (66 per cent) were either poor operative 
risks or inoperable. Of the patients who were op- 
erable, two (33 per cent) died. The causes of death 
were meningitis in 66 per cent of the cases. shock in 
50 per cent, and softening, prolapse, and pneumonia 
in 33 per cent. 

In eleven cases the growth was not found where 
expected because it lay slightly deeper (one case); 
because it was very deep (four cases); because the 
symptoms of tumor were due to an internal hydro- 
cephalus (one case) ; or because there was no tumor at 
all (pseudo-tumor). In 81 per cent of the cases in 
which a growth was not found, headache and choked 
disk were present and in 36 per cent there were cen- 
tral symptoms. Of the eleven patients, seven died 
(64 per cent) and 36 per cent were benefited. In 57 
per cent, the cause of death was shock. 

2. The posterior cranial fossa was the site of the 
growth in nineteen cases. Cushing’s operation was 
done, and the growth was found in twelve cases (63 
per cent). The mortality was 83 per cent. The 
symptoms of headache and choked disk were present 
in 92 per cent; and in the cases in which the tumor 
was not found, in 100 per cent. Eighty-three per 
cent were tumors of the auditory nerve and 16 per 
cent were intracerebellar growths. 

The author always operates in two stages. After 
the first stage of the operation the mortality was 33 
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per cent. In the fatal cases in which a growth was 
found, the cause of death was shock in 70 per cent: 
of those in which no tumor was found, the cause of 
death was inflammation of the meninges in 66 per 
cent. In two cases Winternitz attempted to com. 
plete the operation in one stage but both patients 
died of shock. 

Of the patients in whom no tumor was found, one 
was benefited; in four of the others, the growth was 
found at autopsy once in the pedunculus cerebri, 
once in the thalamus, and twice in the opposite 
frontal lobe. In one case hydrocephalus was present, 
The tumor was found and successfully removed in 
two cases (16 per cent). One of these patients has 
remained well for eight years. Regarding the other 
nothing is known. 

3. The hypophysis was the site of the tumor in 
two cases. Schlosser’s operation was done; both 
patients died. One tumor was an echinococcus 
cyst, and one a malignant tumor of metastatic origin. 

When the localization of the growth was not 
possible (five cases), the author pertormed the sub- 
temporal trephination of Cushing with puncture. 
The results were poor. 

4. Nineteen cases of tumor of the spinal cord were 
operated upon. No tumor was found in three. The 
clinical diagnosis therefore coincided in 78 per cent 
of the cases. Posterior nerve root pain was present 
in go per cent, loss of sensation in 95 per cent, and 
motor disturbance in 95 per cent. In 63 per cent 
of the cases the tumor was extramedullary, and in 
21 per cent, intramedullary. Compression by the 
vertebre was discovered in 16 per cent. Fifty per 
cent of the tumors were fibromata, 20 per cent 
sarcomata, Io per cent of luetic origin, and 10 per 
cent spondylitic exostoses. Of the cases in which the 
growth was not found, two were sclerosis polyin- 
sularis, and two, syphilis of the cauda equina. Of the 
fifteen patients with tumors, four (26 per cent) died 
of meningitis and decubitus. Seventy-three per cent 
of the tumors were in the dorsal region, 21 per cent 
in the lumbosacral, and 6 per cent in the cervical. 

Local anesthesia was used almost exclusively. 
In cases of tumors of the posterior cranial fossa the 
first stage was performed under local anesthesia, 
and the second under general. Tumors of the spinal 
cord were all operated upon under general anas- 
thesia. Hamorrhage was carefully arrested by the 
method of Heidenhain; bleeding from the diploé 
was sealed with wax by Horsley’s method. ‘The two- 
stage operation was used only on growths in the 
posterior cranial fossa. All other operations were 
done in one stage. The author does not suture the 
dura or perform a plastic operation. He always care- 
fully sutures the dural sac of the spinal cord. 

Von LopMeyer (Z). 


Rainey, W. R., and Alford, L. B.: Septic Meningitis. 
J.Am. M. Ass., 1923, \xxxi, 1516. 


The authors report two cases of septic meningitis 
following trauma to the skull which were treated 
by continuous spinal drainage. In one, a laminec- 
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tomy was performed with the institution of drainage, 
and recovery resulted. In the other, a catheter was 
inserted into the spinal subarachnoid space through 
a trocar. This case was fatal. 

It is felt that the introduction of specific or non- 
specific antiserum into the subarachnoid space in 
post-traumatic cases is unjustified and that the 
successiul results of such treatment are due in large 
part to drainage obtained through the lumbar 
puncture. No evidence with regard to the treat- 
ment of such cases by repeated lumbar puncture is 
given. Loyat E. Davis, M.D. 


SPINAL CORD AND ITS COVERINGS 


McVeigh, J. F.: Experimental Cord Crushes, with 
Especial Reference to the Mechanical Factors 
Involved and Subsequent Changes in the Areas 
of the Cord Affected. Arch. Surg., 1923, vii, 573. 


In complete spinal cord lesions, there is a mixture 
of cord substance and blood at the site of the injury 
and the ends of the cord are separated for a short 
distance. If the pulp-like mixture is forced into the 
segments above and below the lesion it causes an 
increase in the intrapial pressure. Such increased 
pressure is relieved either by rupture of the pia 
mater or by the extension of the traumatized tissue 
up and down the cord. When the pia mater remains 
intact and the local pressure is relieved, a bloody 
mass returns after an interval and fills the gap 
between the separated ends of the cord. If the local 
pressure persists, as in uncorrected fracture disloca- 
tion of the vertebral column, the return of this pulp 
is impossible. 

Because of a weaker anatomical structure, the 
ventral part of the dorsal white columns and that 
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part of the central gray matter which is dorsad to 
the central canal are the areas of the spinal cord 
most frequently involved in complete lesions. In 
addition, the area of cord involved in the pulp 
invasion tends to be larger above the level of the 
injury in the lower cervical and upper dorsal regions 
and consequently produces more damage in such 
regions. Liquefaction of the pulp and the area of the 
cord involved in the débris in complete lesions begins 
after forty-eight hours, progresses rapidly, and is 
complete at the end of two weeks. This accounts for 
the formation of cavities and symptoms above the 
level of the lesion and for the cavity formation alone 
below it in many old cases of fracture of the spinal 
column. 

In partial lesions of the spinal cord, the pressure 
is usually not sufficient to convert the cord at the 
site of the lesion into a pulpy mass and the trauma- 
tized tissue is not under sufficient pressure to be 
forced very far up or down the spinal cord. However, 
the portion of the adjacent cord which is invaded is 
usually an area similar to that invaded in complete 
lesions. Gidema and hemorrhage are the most 
important sequelz to be dealt with. Small scattered 
haemorrhages which in themselves are not sufficiently 
extensive to cause serious injury are most often 
observed. C£dema usually occurs within eight hours 
and attacks principally the dorsal white columns, 
but the lateral and anterior columns may be affected 
as well. As a result of the cedema, the intrapial 
pressure is increased, but operative procedures 
designed to check the formation of oedema have no 
effect and probably cause further destruction of the 
cord substance. Therefore the indication is to relieve 
the external pressure and leave the dura mater 
intact. Loyat E. Davis, M.D. 
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CHEST WALL AND BREAST 


Miller, E. M., and Lewis, D.: The Significance of a 
Serohzemorrhagic or Hemorrhagic Discharge 
from the Nipple. J. Am. M. Ass., 1923, Ixxxi, 1651. 


The authors discuss the significance of a sero- 
hemorrhagic or hemorrhagic discharge from the 
nipple in an article illustrated with photographs of 
patients and specimens and photomicrographs. The 
findings in their cases are summarized as follows: 

1. About the same percentage of benign and 
malignant tumors were associated with a discharge 
from the nipple. 

2. About half of the benign tumors causing a 
discharge were papillomatous, occurring either as duct 
papillomata or as papillary ingrowths in chronic 
cystic mastitis. 

3. In seventeen of the forty cases the discharge 
was blood and in ten of these the tumor was malig- 
nant. In eleven cases the discharge was serohem- 
orrhagic and in eight of these the tumor was ma- 
lignant. 

4. In twenty-two cases the discharge was present 
before the tumor appeared. Eighty per cent of these 
were cases of malignant growths. 

5. In nineteen cases the tumor occupied the 
region immediately about the nipple, and in about 
two-thirds of these it was malignant. 

It therefore appears that a serohemorrhagic or 
hemorrhagic discharge from the nipple may be 
associated with either a benign or a malignant lesion. 
The outstanding facts are that the character of the 
discharge varies considerably with the same type 
of lesion and the same type of discharge may be 
associated with lesions of considerably different 
character. The amount, color, odor, and consistency 
of the discharge depend, not only on the pathologic 
lesion from which it originates, but also on the 
degree to which the discharge is altered before it 
reaches the surface of the nipple. An eroded vessel 
will always bleed, whether it is at the tip of a benign 
papilloma or adjacent to, or within, a papillary carci- 
noma. If the tumor from which the hemorrhage 
occurs is near the nipple, the blood will appear on 
the surface but little changed. If the bleeding arises 
from a papilloma or carcinoma in the wall of a cyst 
or a dilated milk duct lying deep in the breast, 
the blood becomes degenerated, intimately mixed 
with the products of cellular disintegration, and 
greatly changed in appearance. 

The presence of a discharge from the nipple in a 
non-lactating breast is evidence of a pathological 
lesion, but the diagnosis must be made from the 
usual signs and symptoms of benign and malignant 
lesions. The discharge cannot be regarded as of any 
great significance in the differential diagnosis. 


When a serohemorrhagic discharge occurs and no 
tumor can be palpated, the lesion is in all probability 
a small, benign, intracanalicular papilloma deep in 
the substance of the breast. This the author believes 
should be removed. If the areola is partially re- 
flected after the portion of the breast giving rise 
to the discharge on pressure has been determined, 
a milk duct containing a blood clot will usually be 
found, and the portion of the breast contiguous to it 
may be resected. Ratpu B. Betrman, M.D. 


Walther, H. E.: Roentgen-Ray Treatment of 
Cancer of the Breast (Die Roentgenbchandlung 
des Brustkrebses). Schweiz. med. Wehnschr., 1923, 
liii, 747. 

Sixty-one statistical tables of 9,000 cases of 
mammary carcinoma treated during the period from 
1891 to 1921 show a cure in 31.9 per cent of those 
treated solely by operation. A case was regarded as 
cured if no recurrence had developed by the end of 
three years. Even today, only one-third of cases of 
cancer of the breast are cured. Since further prog- 
ress along operative lines seems hardly probable, 
the desired results can be expected only from earlier 
diagnosis and irradiation. 

The reports on the results of irradiation following 
operation are contradictory. The effect of the roent- 
gen rays depends upon their absorption by the cells. 
It is possible that their point of attack is the atom. 
The effect is directly proportional to the amount 
absorbed and the specific sensitivity of the irradiated 
tissue. The sensitivity of the cells is dependent 
upon metabolism and mitosis. Their colloidal 
condition is probably also of importance. The 
colloids of tumors have a very high dispersion rate. 
The roentgen rays have the ability to convert 
colloids of high dispersion into those of low dis- 
persion, but in carcinoma this effect is not sufficient 
to cause the death of the cells. The dose necessary 
to destroy cancer cells is usually about 110 per cent 
of the skin erythema dose, but certain types of 
carcinoma require more. 

Walther reports ninety cases. The incidence of 
the condition on the right and left sides was prac- 
tically the same. Heredity played a réle only excep- 
tionally. Irradiation is a palliative measure of value 
in inoperable ulcerating carcinoma and in operable 
cases in which other conditions contra-indicate 
operation or operation is refused. A permanent cure 
was never effected. Of fifty-two cases operated upon 
and irradiated afterward there were recurrences 
within a year in 21 per cent. In twenty-two cases 
the operation was performed more than three years 
ago. Of these patients, seventeen (77 per cent) 
lived more than three years after the operation. 
This is a much better result than the 31.9 per cent 
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of permanent cures following purely operative 
treatment. Therefore the therapy of choice in 
cancer of the breast is operation with subsequent 
irradiation. 

Simple irradiation is not recommended, except 
in the unusual cases in which operation is contra-in- 
dicated. The entire carcinoma mass should be sat- 
urated with the dose. This is often difficult because 
of the rapid decrease in the effectiveness of the rays 
with the increase in depth of the tissue. In the pro- 
phylactic irradiation following operation, Walther 
exposes four fields including the supraclavicular and 
axillary chains of lymph nodes, and repeats this 
series twice in the course of the first year following 
the operation. In the interval he administers 
arsenic. In the treatment of recurrences or metas- 
tases this scheme must be altered to meet the re- 
quirements of the particular case. 

Injuries are very rare. The author saw one burn 
due to faulty technique and one case in which in- 
creased rapidity of growth followed the irradiation. 
An increase in metastases following roentgen-ray 
irradiation has not been proved. KoeEntc (Z). 


TRACHEA, LUNGS, AND PLEURA 


Spasokukotzki, S. I.: The Diagnosis and Treatment 
of Thoracic Tumors (Zur Frage der Diagnostik 
und Therapie der Brusthoehlengeschwuelste). Ver- 
handl. d. Russ. Chir. Kong., Petrograd, 1923. 


Four roentgenograms are shown, including two 
cases of echinococcus disease of the lungs, one case 
of endothelioma of the lung, and one case of chondro- 


sarcoma of the lung. The tumors illustrated were 
as large as a fist. The objective symptoms were 


insignificant. The diagnosis was difficult as the 
roentgenograms were not always decisive. 

A broad incision was made with temporary re- 
section of one to two ribs, so that use could be made 
of the Lotsch apparatus for pneumothorax. The 
postoperative course was exceedingly good. In no 
case were there any adhesions between the visceral 
and costal pleura. 

In the discussion, HAGENTORN of Petrograd stated 
that he uses the flap, resecting two ribs in opening 
the thoracic cavity. The reflection of the flap to the 
sternum makes it possible to convert an open 
pneumothorax into a closed one. 

FaBrIKANT of Charkow has found that the danger 
of bilateral pneumothorax is by no means as great as 
is assumed. It is dangerous to displace the medias- 
tinum and the large blood vessels. 

Oprrs of Petrograd reported that in an operation 
for sarcoma of the sternum both pleural cavities were 
opened, the right relatively widely. The wound was 
closed and recovery was smooth. The smooth course 
of the operation and the disease was due to the use 
of Brauer’s apparatus. 

Grekow of Petrograd said that unilateral pneu- 
mothorax may be dangerous, not only because of 
the compression of the lung, but chiefly because 
of the displacement of the mediastinum and the 


325 


kinking of the blood vessels. Bilateral pneumothorax 
is less dangerous. Such a displacement of the medias- 
tinum may be avoided even in unilateral pneumo- 
thorax by placing the patient on the diseased side 
and elevating the lung into the wound. 

Grecory (Z). 


(ESOPHAGUS AND MEDIASTINUM 


Rovsing, T.: Antethoracal (sophagoplasty and 
a New Method (Ueber antethorakale Oesophago- 
plastik und ueber eine neue Methode). Hosp.- 
Tid., 1923, Ixvi, 1. 

After discussing the methods of antethoracal 
cesophagoplasty used up to the present time, Rov- 
sing describes his new method with the aid of a 
case history. The case was that of a 34-year-old 
woman who had been subjected to a gastrostomy 
because of an impermeable stricture of the cesopha- 
gus due to lye. In the first part of the operation a 
long rubber tube the thickness of the thumb was 
introduced through the gastric fistula so that it 
extended upward as far as the neck. To the right 
and left, two parallel incisions in the skin were 
carried downward from the neck and curved slightly 
at about the level of the gastric fistula so that they 
met at a point just a little above the level of the 
umbilicus. The skin flaps thus formed were then 
freed and united over the rubber tube with catgut. 
This having been done, the mobilized edges of the 
incisions were sutured with aluminum bronze, the 
lower end being left open. 

In the second stage of the operation, performed six 
weeks later, the cervical portion of the oesophagus 
was dissected out and divided, the oral stump was 
united with the freshened tube of skin, and the lower 
end was drawn through an opening made in the 
neck at the side of the sternocleidomastoid muscle. 
At the same time the lower end of the skin tube was 
permanently closed. 

In the third stage of the operation, the resulting 
defects were covered with skin flaps. 

In a fourth stage, three months later, the wound 
was freshened, a defect at the gastric fistula was 
covered with a pedunculated flap, and a Pezzer 
catheter was inserted into the stomach temporarily 
to favor healing. 

At the end of four weeks the Pezzer catheter was 
removed and the lower end of the skin tube was 
closed permanently. Eight days later the patient 
swallowed fluid food, and today, fifteen months 
later, is entirely cured and able to eat any kind of 
food. Draupt (Z). 


Case, J. T.: The Technique of Radiation Therapy 
of @sophageal Carcinoma. Am. J. Roenigenol., 
1923, X, 859. 

As the use of the cesophagoscope is so often im- 
possible or distressing to the patient, the X-ray 
examination is relied upon to determine the extent 
and character of the lesion. Antispasmodics are used 
routinely to determine the amount of deformity due 
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to spasm. An equally distributed, homogeneous 
radiation is difficult to obtain. 

Case prefers doing a gastrostomy first. Ten days 
later he passes a thread by mouth and recovers it 
through the gastrostomy opening. Four days later 
he applies the radium under fluoroscopic control, 
using the thread as a guide. 

When possible, the applicator is made up of a 
50-, a 100-, and a 50-mgm. capsule arranged in 
tandem and filtered through 1 mm. of copper. 

The intra-cesophageal treatment is combined with 
deep roentgen treatment through four portals of 
entry. An attempt is made to administer all the 
necessary radiation during the first attack. If this is 
unsuccessful, further radium treatment is given 
about twenty-five days later, and the patient is re- 
examined at monthly intervals. 

The advantages of the gastrostomy-thread method 
are: 

1. It permits early and adequate feeding. 

2. It lessens discomfort during the treatments. 

3. It facilitates the accurate placement of the 
radium. Cuartes H. Heacock, M.D. 


MISCELLANEOUS 


Vinson, P. P.: Errors in the Diagnosis of Foreign 
Bodies in the Air Passages. Am. J. Roentgenol., 
1923, X, 908. 

Three cases are cited to show errors in interpreta- 
tion of roentgenographic shadows of suspected for- 
eign bodies in the air passages. 

Case 1. The patient was a man aged 28 years. 
When he was 8 years old, he aspirated a collar button 
of unknown composition. Six months later pneumonia 
developed. Two and one-half years later empyema 
of the right chest developed and was drained. Since 


then, the patient has had three or four paroxysms 
of coughing daily, raising an ounce of purulent, 
blood-tinged sputum with each paroxysm. Physical 
examination revealed clubbed fingers and signs of 
bronchiectasis at the base of the right lung. The X- 
ray diagnosis was collar button in the right descend- 
ing bronchus. Bronchoscopy revealed a cicatricial 
stricture in the right descending bronchus, which 
was dilated, but no foreign body was found, either 
at that time or at a second bronchoscopic examina- 
tion. Repeated X-ray examinations made since the 
dilatation have not shown the shadow present in the 
first plate. It is suggested that the shadow was a 
fibrous cast of the collar button which was broken 
up during the dilatation of the cicatrix, and that all 
or part of the button may have remained below the 
stricture, or that it had become completely disin- 
tegrated. 

CAsE 2. The patient was a girl of 2 years who 
was thought to have aspirated or swallowed a pin a 
week before her admission to the hospital. The first 
X-ray examination led to a diagnosis of pin in the 
left main bronchus. The roentgenograms at the 
Mayo Clinic failed to reveal a foreign body. It was 
then learned that at the previous X-ray examination 
the patient had been covered with a towel and it is 
probable that the pin was either in the towel or on 
the table. 

CasE 3. This case was that of a man aged 49 
years who had swallowed a staple four days previ- 
ously. The following day, under the fluoroscope, a 
stomach tube was passed into the cesophagus beyond 
and far to the left of the foreign body, and a diagnosis 
of staple in the right main bronchus was made. 
There had been no pulmonary symptoms, and at the 
Mayo Clinic the staple was located in the ascending 
colon. C. K. Maytum, M.D. 
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ABDOMINAL WALL AND PERITONEUM 


Deutsch, I.: Operations for Inguinal Hernia in 
Infancy (Beitraege zur Hernia-inguinalis Opera- 
tionen im Kindesalter). Gyégydszal, 1923, 431. 


In the last ten years 780 herniz in 639 children 
pave been operated upon on the author’s service. 
Three hundred and thirty-seven (52.75 per cent) 
were on the right side and 161 (25.19 per cent) on 
the left. In 141 cases (22.06 per cent) the condition 
was bilateral. 

Five hundred and seventy-nine of the patients 
(90.61 per cent) were boys. One hundred and 
forty-three of the patients (22.32 per cent) were 
between 1 and 2 years of age and eighty-nine (13.92 
per cent) between 2 and 3 years. Inguinal hernia 
was ten times as frequent in boys as in girls (639:50). 
This is in agreement with all foreign statistics. In 
both sexes the hernia was found more frequently on 
the right than the left side. 

Twenty-nine of the hernia were incarcerated; 
twenty-eight of these were in boys and twenty-three 
were on the right side. All healed well after opera- 
tion. Cryptorchidism was found in forty cases (6.9 
per cent of the boys). In twenty-eight it was on 
the right side, and in one case it was bilateral. In 
twenty cases (3.45 per cent of the boys) a hydrocele 
was found. 

In twenty-two cases (3.41 per cent) the appendix 
was discovered in the hernial sac; one of these cases 
was that of a girl and one was a case of incarcerated 
hernia. Appendectomy was done. In two cases the 
ovary and tube were found in the sac and in one 
case the appendix and bladder. 

Tuberculosis of the hernial sac was found in two 
cases, ectopia testis in two cases of bilateral hernia, 
epispadias in one case, and phimosis in two. In 
eight cases (those of seven boys and one girl) a right 
— hernia was associated with an umbilical 
etnia, 

The average length of time required for healing 
was eight days. Stitch abscesses occurred in three 
cases. One patient died eighteen hours after the 
operation from cardiac failure, a mortality of 0.15 
per cent. The final result is known in 359 cases. 
Only two boys had recurrences. The author con- 
cludes that inguinal hernia should be operated upon 
as early as possible. Von LopMEYER (Z). 


GASTRO-INTESTINAL TRACT 


Moody, R. O., Van Nuys, R. G., and Chamberlain, 
W. E.: The Position of the Stomach, Liver, 
and Colon. J. Am. M. Ass., 1923, Ixxxi, 1924. 


A careful roentgenological examination was made 
of 600 healthy young adults, an equal number of 


men and women, most of them students at the 
University of California. 

Preliminary determinations were made of those 
physical characteristics which might modify the 
position of the stomach, liver, and colon. These 
determinations included weight, height, body di- 
ameters, intercostal angle, depth of the lumbar 
curve, and strength of the abdominal muscles. 

The most caudal portion of the greater and lesser 
curvatures and the pylorus was measured and 
tabulated with reference to the interiliac line. Some 
cases afforded the opportunity to observe the effect 
of increased development of the abdominal muscles 
and of loss or gain in weight. 

It was found that the long stomach, commonly 
reaching from 3 to 7 cm. caudad to the interiliac line, 
and often into the true pelvis, occurred in 80.6 per 
cent of this group. This low position of the stomach 
was unassociated with gastro-intestinal disturbances 
and was regarded as normal. The strength of the 
abdominal muscles and loss or gain in weight had 
little or no influence on the position of the stomach. 

The most caudal part of the liver was found to be 
caudad to the interiliac line in 53.2 per cent of the 
men and 41.2 per cent of the women. 

The transverse colon was always caudad to the 
stomach and frequently in the true pelvis. This 
position was not associated with any disturbances. 

The conclusion drawn is that the use of the terms 
“gastroptosis,”’ “‘hepatoptosis,” and “coloptosis”’ is 
rarely justified. Cuartes H. Heacock, M.D. 


Gorham, F. D.: The Factor of Dilution in Gastric 
Analysis. J. Am. M. Ass., 1923, lxxxi, 1738. 


The author describes a method of correcting the 
total acidity by taking into account the variable 
factor of dilution. 

To 400 c.cm. of water, which is a part of the test 
meal, is added exactly 1 c.cm. of a solution of 
phenolsulphonephthalein. The total acidity is ex- 
pressed in terms of the number of cubic centi- 
meters of tenth normal sodium hydroxide required 
to neutralize 100 c.cm. of gastric content, a few 
drops of phenolphthalein being added if there is not 
enough phenolsulphonephthalein present to act as 
an indicator. To determine the dye concentration, 
2 c.cm. of a filtrate of the sample are placed in a cup 
of the Hellige colorimeter and made alkaline by the 
addition of two or three drops of 40 per cent sodi- 
um hydroxide, and the color is compared against 
a standard solution of phenolsulphonephthalein 
of the original concentration taken with the test 
meal (400 c.cm. of water containing 1 c.cm. of 
phenolsulphonephthalein solution and 3 drops of 
40 per cent sodium hydroxide). The corrected total 
acidity is calculated by the use of the formula: 
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58 (acidity as ordinarily obtained) X 100 
=103 
100— 44 (percentage of dilution) 

From a study of normal persons and of patients 
with gastro-intestinal symptoms the author con- 
cludes that the emptying rate of the stomach for 
fluids is variable in different persons without gastro- 
intestinal symptoms. When 400 c.cm. of fluid are 
given as part of a test meal, it may act as a diluent of 
the gastric juice for more than two hours. In 
fractional gastric analysis variations in dilution of 
the successive fifteen-minute samples by the fluid 
of the test meal are of fundamental importance in 
determining the “height of acidity” and the charac- 
ter of the so-called “‘secretory curve.”” The variable 
dilution of the gastric juice by the fluid taken with 
the test meal is a factor of importance in determining 
the ‘‘acidity” as ordinarily obtained in the single 
aspiration or one-hour method of gastric analysis. 

WaLtTerR H. Napier, M.D. 


Nordmann, E.: Gastric and Duodenal Ulcers 
(Ueber das Magen- und Zwoelffingerdarmgeschwuer). 
Arch. f. klin. Chir., 1923, Cxxv, 92. 


The author reports his experience in 180 operations 
for gastric and duodenal ulcer. These lesions are 
most common in persons with a nervous disposition, 
but in from 5 to 10 per cent of the cases no nervous 
basis is apparent. It must be assumed that several 
conditions are responsible for the development of 
gastric ulcer and that the lesion has a predilection 
for certain areas in the stomach due to local con- 
ditions. 

Comparatively often, duodenal ulcer is found 
associated with gall-bladder disease and in many 
such cases it is the primary condition. 

Cases are divided according to the location and 
the form of the ulcer. The author distinguishes 
ulcer of the pylorus, ulcer of the lesser curvature, 
duodenal ulcer, and ulcer of the fundus of the stom- 
ach or greater curvature. According to form, ulcers 
are classified into: (1) those in the first stage, 
associated with characteristic subjective symptoms 
and hemorrhage, but with negative clinical and 
X-ray findings, and (2) those in the late stages with 
adhesions to neighboring organs and perforation. 
The ulcers in the late stages, which are found most 
often in private cases, have the best surgical progno- 
sis. 

An important diagnostic sign is the presence of 
blood in the feces (70 per cent of cases). In some 
cases a differential diagnosis between ulcer of the 
stomach and ulcer of the duodenum is impossible, 
but in all cases of duodenal ulcer periodicity of the 
attacks is noted. An old ulcer may be present even 
when the X-ray picture is negative. Hunger pain 
occurs also in cases of gastric ulcer. 

In young girls or women of a nervous type laparot- 
omy should be performed only when the findings are 
positive as in such cases the symptoms are often 
functional. The choice of operation must depend 
upon the findings. Resection of the ulcer is desirable; 
in cases of high ulcers transverse resection is often 
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best. If no ulcer is found in the stomach or duode- 
num the author examines the gall bladder and appen- 
dix and removes them if necessary. 

In cases of callous pyloric ulcer, carcinoma is ruled 
out with certainty if there is no penetration of near-by 
tissues, if the lesion is movable, and if no hemorrhage 
has occurred; in such cases the author performs a 
posterior gastro-enterostomy. In cases of duodenal 
ulcer the results of gastro-enterdstomy are very un- 
certain. If the symptoms persist after this opera- 
tion, an old ulcer or a jejunal ulcer may be present 
and a second laparotomy must be done if internal 
treatment is not successful. Bope (Z). 


Smithies, F.: Observations upon the Nature, Diag- 
nosis, and Clinical Management of Gastric 
Ulcer, with Suggestions for a Rational Regi- 
men of Treatment. Am. J. M. Sc., 1923, clxvi, 
781. 

Smithies summarizes what appeared clinically to 
be the etiological factors associated with 522 histo- 
logically proved chronic gastric ulcers. This sum- 
mary is as follows: 


_ Cases 
No. Per cent 


33-7 
56 


Conditions 
Acute and chronic infections 
Arteriosclerosis with vascular hyper- 


21 
Visceral hypertonia or splanchnic hy- 
perfunction 68 
Chronic general anwmia (so-called 
chlorotic) 61 
41 
Visceral hypotonia (vagus or splanch- 
nic hypofunction 27 
Postoperative conditions 27 
Industrial intoxication 22 
Metabolic dysfunction (thyroid, supra- 
Trauma 


It is evident that through some systemic disturb- 
ance which is followed by local dysfunction a point 
of lowered resistance is established in the mucous 
membrane and the normal gastric physiology then 


causes an abnormal tissue change. Pepsin and 
hydrochloric acid attack the inert gastric cells, 
necrosis results, and an ulcer is formed. : 

Fully 85 per cent of all gastric ulcers occur in 
the pylorus, the antrum, and along the distal four- 
fifths of the lesser curvature. The majority of 
peptic ulcers occur in that part of the gut which has 
the greatest circulatory, muscular, and neurological 
activity, and the fewest in the parts which are fixed 
and serve as food receptacles or pepsin-secreting 
tubular glands. 

According to Deaver, fewer than one-half of 
persons who are being treated non-surgically for 
gastric ulcer actually have a gastric ulcer. 

True peptic ulcer is uncommon before the age of 
30 years. All foci of infection must be cleared up. 
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Two negative Wassermann tests are essential to 
warrant any treatment which excludes antiluetic 
therapy. Except in cases of luetic ulcers causing 
marked gastric deformity, little hope of permanent 
relief is ofiered by medical measures. In cases of 
callous ulcer, intense pain, frequent hemorrhage, 
perforation, and the danger of malignant change 
demand operative treatment. 

Smithies gives an outline of non-surgical manage- 
ment. This includes: 

1. Physical and mental rest for from one to three 

veeks. 
; 2. Physiological rest of the affected part. Food 
by mouth, irritating drugs, gastric lavage, and 
frequent abdominal examinations should be avoided. 

3. Local applications to the abdomen. Painful 
spasms may be prevented by the application of heat. 

4. Abstinence from food by mouth for from three 
to seven days. 

5. Rectal feeding. From 300 to 600 calories of a 
nutrient mixture should be given in salt solution 
every twenty-four hours. 

6. Mouth feeding. When mouth feeding is begun 
—between the third and fifth days—warm liquid 
nourishment should be given and in small quantities. 
Carbohydrates should be selected. Milk should not 
be given as a routine. 

7. Limitation of the overproduction or over- 
accumulation of free gastric acid. This is done by 
keeping the stomach free from food. 

8. The administration of drugs. For painful 
gastrospasm Smithies uses atropine, tincture of 
belladonna, or bromides. For the relief of overacid 
gastric accumulations he gives 5 to 10 gr. of calcined 
magnesium chloride every two or three hours. For 
the acute pain in perforation, morphine is used. 

g. Control of hemorrhage. Constant bleeding 
demands operation. Intermittent bleeding may be 
controlled by rest in bed, morphine, horse serum, and 
transfusion. Acute hemorrhage with vomiting may 
be relieved by gastric lavage with water at 100 
degrees F. 

1o. Care of the bowels. During the early period 
of treatment, soapsuds enemata should be given 
every other day. After the second week phosphate 
of soda, Carlsbad salts, and liquid paraffin in warm 
cream may be given. 

11. Antiluetic treatment, if lues is present. 

_12. The treatment of anemia by the administra- 
tion of iron and arsenic, and in severe cases, the 
transfusion of blood. Joun L. Dies, M.D. 


Manuiloff, W. P.: Perforated Gastric Ulcers 
According to Reports of the Obuchow Hospital 
(Die perforierten Magengeschwuere nach den 
Angaben des Obuschow-Krankenhauses). Ver- 
handl.d. Russ. Chir. Kong., Petrograd, 1923. 


It is important to diagnose and to operate imme- 
diately when a perforation has already occurred, but 
It is equally important to recognize the signs that 
indicate an imminent perforation. An increase in 
the frequency and intensity of the attacks indicates 
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impending perforation. In 360 cases of gastric ulcer 
in which operation was done during the last ten 
years there were sixty cases (17 per cent) of per- 
forating ulcer. 

Forty-nine cases were studied in detail. The 
perforating ulcers were situated as follows: at the 
duodenum, 8 per cent; at the pylorus, 28 per cent; 
on the lesser curvature, 34 per cent; on the posterior 
wall, to per cent; and near the cardia, 4 per cent. 
The localization was not mentioned in to per cent 
of the cases. 

The number of hours that intervened between the 
time of perforation and the time of operation is 
of the utmost importance in the prognosis. From 
this standpoint the cases were divided into three 
groups: less than six hours, thirteen cases, one death; 
less than twelve hours, fifteen cases, eight deaths; 
and less than twenty-four hours, twenty-one cases, 
twenty-one deaths. In the cases operated upon 
within the first six hours, the mortality was 7.68 
per cent; in those operated upon within the first 
twelve hours it was 53.3 per cent; while in those 
operated upon after twenty-four hours, it was 100 
per cent. 

As a rule the operation consisted in suture of the 
perforation, usually combined with omentoplasty. 
If the patient’s condition warranted it, gastro- 
enterostomy was added. Of the forty-eight patients 
operated upon, thirty-one died, a mortality of 65.2 
percent. The high mortality is explained by the fact 
that many of the patients came late for operation. 

ScHAACK (Z). 


Steichele, H.: Perforated Gastric and Duodenal 
Ulcers: Experience in Fifty-Three Cases (Ueber 
das perforierte Magen- und Duodenalgeschwuer, 
nach Erfahrungen an 53 Faellen). Arch. f. klin. 
Chir., 1923, CXxiv, 630. 

Kreuter’s cases are carefully analyzed in this 
article. The author agrees with Petren that trauma 
and similar influences are of only slight importance 
in the etiology. 

Perforation occurs very frequently in the fasting 
state, and more frequently during the spring and 
autumn. Many perforations occur while the patient 
is in bed. Immoderate smoking plays a distinct 
réle. The number of cases of perforation and of 
ulcer have increased since the middle of the world 
war. 

Lately the frequency of perforation and of ul- 
cer has been greater in males than in females. In 
males, perforation of the stomach occurs most 
frequently in the third and fourth decades while in 
females it occurs up to the age of 50 years. The 
age of perforation does not correspond to the age of 
greatest frequency of chlorosis and ulcer. 

The greatest chances for error in diagnosis are 
when the symptoms are disguised by the subsequent 
peritonitis and appendicitis, probably because the 
outflowing contents of the stomach pour into the 
lesser cavity along the cecum. In the beginning, 
diagnosis is not difficult. 
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After the first twelve hours the rate of mortality 
increases rapidly. In the first twelve hours it is 6 
per cent; after that time, 86 per cent. The growing 
frequency of duodenal ulcer is striking. The treat- 
ment is suture of the ulcer with gastro-enterostomy. 
Primary suture of the abdominal wound following 
irrigation of the abdominal cavity is desirable. 

RucE (Z) 


Gibson, C. L.: The Treatment of Hour-Glass 
Stomach. Ann. Surg., 1923, Ixxviii, 587. 


The author calls attention to the value of the as 
yet little used operation of double gastro-enterostomy 
in the treatment of hour-glass stomach. He cites 
two cases. One was that of a woman of 42 years who 
complained of epigastric pain and a loss of weight 
from 121 to 80 lbs. At operation, a large hour-glass 
stomach with marked pyloric obstruction was found. 
A double gastro-enterostomy was done with the 
result that the patient became entirely well and re- 
gained her normal weight. The second case was 
treated in the same manner with the same results. 
The type of operation performed was the typical 
no-loop posterior anastomosis in the same loop of 
jejunum, the second opening being made from 3 to 
6 in. from the first. 

In the past, numerous methods were used in the 
surgical treatment of hour-glass stomach but none 
was entirely satisfactory. In a case with pyloric 
obstruction, gastroplasty or gastrogastrostomy is 
clearly contra-indicated. Sleeve resection is a much 
more formidable and dangerous operation than 
gastro-enterostomy. Most persons with hour-glass 
stomach are thin or emaciated and poor surgical 
risks. After sleeve resection, the hour-glass deform- 
itv is apt to recur. There is also a definite risk of 
pneumonia following resection. In cases of can- 
cer simulating the typical hour-glass deformity, 
sleeve resection is of very doubtful value. If the 
lower pouch is small, if the hour-glass constriction 
is very tight, and if pyloric obstruction is absent 
simple gastro-enterostomy will suffice. If such a 
smaller pouch must be dealt with, pylorectomy 
should be done as a second stage. 

Joun L. Dies, M.D. 


Sawkoff, N. M.: The Surgical Treatment of Gas- 
tric Ulcer (Die chirurgische Behandlung des 
Magengeschwuers). Verhandl. d. Russ. Chir. Kong., 
Petrograd, 1923. 

In the government hospital at Pensa in the last 
eight years 319 patients were operated upon for 
ulcer, 218 for gastric ulcer and ror for duodenal 
ulcer. Two hundred and sixty-six were men. The 
majority were peasants. 

In most of the cases the condition was the result 
of the abnormal living conditions of the last years, 
coarse food, and psychic traumata. There were 
sixty cases of healed or healing ulcers, thirty-one 
of which were in the pylorus, seventeen on the lesser 
curvature, and twelve in the duodenum. One 
hundred and twenty-nine operations were per- 


formed for recent ulcers; forty-three of these were 
in the pylorus, thirty-four in the fundus, and fifty. 
two in the duodenum. One hundred and eleven 
operations were performed for callous ulcers; of 
these, thirty-nine were in the pyloric portion, forty. 
three in the fundus, and twenty-nine in the duoden- 
um. In thirty-six cases the condition was compli- 
cated by appendicitis. The operation of choice was 
posterior gastro-enterostomy. 

On the basis of the acidity the cases could be 
classified into three groups. In 214 there was 
hyperacidity, in sixty-five normal acidity, and in 
twenty-one hypo-acidity. After the gastro-enteros- 
tomy the acidity decreased. The best operative 
results were obtained in the cases of Group 1. 

The conclusions as to the end-results are based 
upon observations for a period ranging from three to 
five years. In cases of healed and healing ulcers of 
the pylorus a good immediate result was obtained 
in 90 per cent and improvement in 1o per cent. 
Eighty-five per cent of these cases were re-examined. 
The end-results were found excellent in 96 per cent 
and good in 4 per cent. 

In cases of open pyloric ulcers a good immediate 
result was obtained in 65 per cent, improvement in 
21 percent, anda poor result in 14 per cent. Sixty-six 
per cent of these cases were re-examined. The end- 
result was found excellent in 72 per cent, good in 22 
per cent, and poor in 6 per cent. 

In cases of open ulcers at a distance from the 
pylorus the immediate result was excellent in 60 
per cent, good in 20 per cent, and poor in 20 per cent. 
Seventy-one per cent of these cases were re-examined. 
The end-results was very good in 70 per cent, good 
in 22 per cent, and poor in 8 per cent. 

In cases of callous ulcer at the pylorus a good 
immediate result was obtained in 61 per cent, 
improvement in 22 per cent, and a poor result in 
17 per cent. Seventy per cent of these cases were 
re-examined. Of these, 70 per cent showed a good 
result, 23 per cent improvement, and 7 per cent a 
poor result. 

In cases of callous ulcer far from the pylorus a 
good immediate result was obtained in 60 per cent, 
improvement in 23 per cent, and a poor result in 17 
per cent. Seventy-eight per cent of these cases were 
re-examined. Of these, 69 per cent showed a good 
result, 25 per cent improvement, and 6 per cent a 
poor result. 

In cases of simple duodenal ulcer a good im- 
mediate result was obtained in 69 per cent, improve- 
ment in 25 per cent, and a poor result in 6 per cent. 
Eighty per cent of these cases were re-examined. A 
good end-result was found in 74 per cent, improve- 
ment in 20 per cent, and a poor result in 4 per cent. 

In cases of callous duodenal ulcers a good im- 
mediate result was obtained in 60 per cent, Im- 
provement in 20 per cent, and a poor immediate 
result in 20 per cent. Seventy-eight per cent of 
these cases were re-examined. Of these, 63 per cent 
showed good end-results, 22 per cent improvement, 
and 15 per cent a poor end-result. 
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On the whole, the results must be regarded as 
ood. As exclusion of the pylorus seemed to be of 
no advantage it has recently been abandoned. A 
peptic ulcer of the jejunum developed in three cases. 
In no case was vicious circle established. The total 
mortality was 3.1 per cent. The causes of death 
were hemorrhage, pneumonia, bronchitis, and 
cardiac failure. ScHAACK (Z). 


End-Results in Gastric Ulcer 


Ipern, I. O.: 


(Dauerresultate bei Ulcus ventriculi). 
d. Russ. Chir. Kong., Petrograd, 1923. 


The large number of cases upon which this article 
is based were treated at the Government Hospital. 
Of 800 operations on the stomach, 530 were done 
for benign diseases. Only patients not benefited by 
internal treatment were subjected to surgical treat- 
ment. Gastro-enterostomy was done in 466 cases 
and resection in twenty-eight (these included four- 
teen cases of peptic ulcer of the jejunum.). The 
mortality of gastro-enterostomy was 3.9 per cent. 

Two hundred and fifty-four of the patients oper- 
ated upon were found by re-examination to be in 
good condition from one to thirteen years later. 
In the cases of pyloric ulcer an excellent result was 
obtained in 61.5 per cent, improvement in 15.4 
per cent, and a poor result in 23.1 per cent. In the 
cases of extrapyloric ulcers an excellent result was 
obtained in 66.4 per cent, improvement in 8.2 per 
cent, and a poor result in 25.4 per cent. In the cases 
of duodenal ulcer an excellent result was obtained 
in 67.2 per cent, improvement in 1o.9 per cent, anda 
poor result in 21.9 per cent. 

The author considers the results of gastro-enteros- 
tomy so good that he employs resection only when 
carcinoma is suspected and in cases not cured by 
gastro-enterostomy. Even resection did not cure in 
some instances. Consequently gastric ulcer is some- 
times incurable and improvement is to be sought, 
not in the more dangerous resection, but in gastro- 
enterostomy with subsequent energetic internal 
treatment. In order to reduce the postoperative 
mortality, resection must be done less frequently. 
Halpern warns against routine resection. 

ScHAACK (Z). 


Baumann, W.: The Clinico-Diagnostic Signifi- 
cance of the Discovery of Occult Blood in the 
Feces in Surgical Diseases of the Stomach, 
Especially Carcinoma (Untersuchungen ueber 
den klinisch-diagnostischen Wert des Nachweises 
okkulten Blutes im Stuhl bei chirurgischen Magener- 
krankungen, mit besonderer Beruecksichtigung des 
Magencarcinoms). Med. Klin., 1923, xix, 1111. 


Not every test for occult blood is suitable in these 
cases as a so-called physiological hemorrhage is 
possible. Such a hemorrhage may result in a fecal 
blood content of from 0.03 to 0.005 per cent. There- 
fore tests which are so delicate that they reveal such 
minute quantities are not suitable. These include 
the phenolphthalein and thymolphthalein tests and 
Adler's original test. On the other hand, Weber’s 
guaiacum and aloin tests are not sufficiently delicate. 
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For his clinical experiments Baumann used only 
tablets made according to Gregersen’s prescription 
(diminishing the concentration of the benzidin 
solution and substituting barium peroxide for 
hydrogen peroxide). As controls he used the guaia- 
cum, Schlesinger-Holst, the Wagner benzadin, and 
the original Adler tests. ; 

All of the patients were prepared alike. After 
strong purging for three days, food free from hemo- 
globin and chlorophyl was given. The tests were 
made in 150 cases. Positive results were obtained 
with all four tests in 112 cases, negative results in 
eighty-two cases, and doubtful results in thirty 
cases. 

Baumann does not consider a positive test essen- 
tial for the clinical diagnosis because other diagnostic 
aids will usually indicate the pathological process 
correctly. A negative test, however, is of greater 
importance. Systematic investigations made in the 
Kiel clinic during the last fifteen years have shown 
that the gastric carcinoma nearly always bleeds; 
consequently a negative result speaks against it, 
while a constant positive result speaks more for 
carcinoma than ulcer. The other clinical findings 
must also be taken into consideration. 

HAGEMANN (Z). 


Colp, R.: External Duodenal Fistule. 
1923, Ixxviii, 725. 

External duodenal fistula, in which the duodenum 
is connected with the skin by a sinus tract, may be 
divided into those having their origin in the peri- 
toneal portion of the duodenum and those arising 
from retroperitoneal areas. The former, which 
usually arise in the first portion of the duodenum, 
are the more common. 

External duodenal fistula are associated with a 
higher mortality than any other variety of fistula. 
As the power of absorption in the stomach is negli- 
gible, an opening in the duodenum, such as a duo- 
denal fistula, causes the loss, not only of the intes- 
tinal juices, but also of practically all food and liquid 
ingested. Inanition and dehydration soon become 
very marked. Colp believes, however, that the loss 
of pancreatic ferments, of bile, and of the various 
secretory products leaving the duodenum through 
the open fistulous tract is also responsible for the 
rapid emaciation and dehydration. 

Duodenal fistula may be caused by a variety of 
conditions, They may result secondarily from 
traumatic rupture of the duodenum. Before ulcers 
were recognized with the accuracy of modern 
methods, it was not uncommon for them to form 
fistule by rupturing and becoming walled off as 
abscesses. Occasionally fistulae are the direct or 
indirect result of operative interference near the 
duodenum or upon neighboring organs which have 
been adherent to the duodenum. In such operations 
the duodenal wall may be traumatized or its blood 
supply restricted by ligation of vessels essential to 
its nutrition. Operations upon the gall bladder 
(especially those that are difficult), resection of the 
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stomach by the Billroth I or II method, trans- 
duodenotomy, and nephrectomy may also be fol- 
lowed by fistula. 

The diagnosis is based upon the odor and color 
of the dressings, the re-appearance of methylene 
blue administered by mouth, and the characteristic 
redness, swelling, and excoriation of the surrounding 
skin. The condition is distinguished from gastric 
fistula by the degree of digestion of the food par- 
ticles, and from high jejunal fistula by having the 
patient swallow a kernel of corn attached to a string 
and then measuring the distance from the kernel in 
= i to the incisor teeth. The X-ray is also 
of aid. 

The time of appearance of the fistula is usually 
between the fourth and sixth days, but sometimes 
as late as a month after operation. The prognosis 
depends upon the size of the opening and the 
patient’s physical condition. In the majority of 
cases of fistula following drainage, the appearance 
of duodenal contents usually began when the drain 
was removed. 

If the discharge keeps within normal limits, if 
the patient does not appear to lose strength very 
rapidly, and if it is known that the opening in the 
duodenum is not large, conservative treatment is 
best. The larger percentage of smaller fistule, 
especially those following gall-bladder operations, 
will heal if the sinus is dressed and treated with care. 
No fluid should be given by mouth, the small 
amount of gastric juice present should be neutralized 
with alkalies, and fluids should be given by enemata, 
hypodermoclysis, or intravenously. 

Peritoneal fistula are best treated by jejunostomy. 
The results of suture of the duodenal opening and of 
suture of the duodenum with gastro-enterostomy 
with or without pyloric exclusion are much less 
satisfactory. All food should be given in liquid form 
and very slowly. The advisability of introducing 
into the jejunostomy the secretions from the fis- 
tulous opening is problematical. Retroperitoneal 
fistulae are best treated by simple suture of the 
perforation with omental re-enforcement. 

Joun L. Dies, M.D. 


Jones, N. W.: Ileoczecal Incompetence: A Clinical 
Analysis of 1,000 Cases with Some Deductions 
Therefrom. Am. J. M. Sc., 1923, clxvi, 710. 


In 1,000 cases of ileocecal incompetence the most 
frequent symptoms were gas, constipation, and so- 
called toxic symptoms including dullness, languor, 
dull headache, and despondency. Various therapeu- 
tic tests were made and the results recorded. The 
following conclusions were reached: 

1. Contraction of the ileocecal valve may be 
demonstrable for a period of one hour. If the valve 
remains competent for that length of time its com- 
petency may be regarded as constant. 

2. In a moderate percentage of healthy persons 
ileocecal incompetency occurs without symptoms. 
In the majority of such cases it is associated with a 
mobile cecum. 
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3- Ileocecal incompetency is of frequent occur. 
rence in persons who have abdominal distress. The 
relief of such symptoms may or may not be accom. 
panied by relief of the regurgitation. The relief 
of such symptoms seems to be directly related to the 
re-establishment of the normal gradient of intestinal 
forces, as suggested by Alvarez’ work. 

4. In more than 80 per cent of the cases of 
ileocecal incompetency the condition is associated 
with demonstrable cecum mobility. 

5. There is a small number of cases of ileocacal 
regurgitation, with or without mobile cecum, in 
which neither the stasis nor its symptoms can be 
overcome by dietetic measures alone. The end- 
results following operative treatment justify the 
surgical measures employed. 

6. The operative procedures alone do not relieve 
the distress. They merely place the case back into 
the large group of relievable cases which depend 
for cure upon dietetic and reconstructive methods of 
treatment. Marcus H. Hosart, M.D. 


Copher, G. H., and Brooks, B.: Intestinal Ob- 
struction. Ann. Surg., 1923, Ixxvili, 755. 


Whipple has shown that in intoxication resulting 
from intestinal obstruction there is a marked rise 
in the non-protein nitrogen of the blood. Haden and 
Orr, who noted this fact and also a coincident fall 
in the blood chlorides, claim that the rise in non- 
protein nitrogen can be prevented by the administra- 
tion of sodium chloride in sufficient quantities to 
prevent the fall in the chloridesin the blood. From 
their experiments they have concluded that chlo- 
rides have a definite curative value in intestinal 
obstruction. 

The authors conducted experiments to test the 
validity of this conclusion. In each of two dogs they 
isolated a loop of intestine and then re-established 
the continuity of the intestine. Both dogs died, one 
at the end of fourteen days and the other at the end 
of thirteen days. At necropsy the isolated loop of 
intestine was found distended by a thin, foul-smell- 
ing liquid. The minimal dose of this liquid which 
was lethal for dogs when given intravenously was 
determined to be % c.cm. When this dose was 
injected into the external jugular vein of an anas- 
thetized dog it was quickly fatal. There was no 
decrease in the blood chlorides. In a second dog the 
minimal lethal dose given in the same manner was 
followed by the administration of 5 c.cm. of @ 
saturated aqueous solution of sodium chloride. This 
dog also died immediately. In a third dog the 
lethal dose was preceded by the intraperitoneal, 
subcutaneous, and intravenous administration of 
normal saline solution, but death again resulted. 

These experiments show that large doses of 
sodium chloride are of no appreciable curative value 
in the intoxication following the intravenous 1n)ec- 
tion of the toxic contents of an obstructed loop of 
intestine. 

The cause of the symptoms and death following 
mechanical obstruction of the intestine is the iorma- 
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tion in the obstructed loop of intestine of a powerful 
toxic substance and its absorption into the circula- 
tion. This substance is not present in the lumen 
of the normal bowel and is not absorbed by normal 
intestinal mucosa. The factor most often promoting 
its absorption is interference with the blood supply 
of the obstructed loop of gut by strangulation or 
distention. If strangulation or marked distention do 
not occur, an animal may live for as long as twenty- 
one days with as much as 800 times the lethal dose of 
toxin in the obstructed loop. 

It is impossible to get the toxic substance out of a 
loop of obstructed gut; a loop of intestine cannot be 
washed free from it. The removal of damaged 
mucosa is imperative if the damage is severe. Ex- 
periments show that after absorption, the toxin 
reacts with some body tissue and does irreparable 
damage; also, that after a certain dose has been 
absorbed there is no possibility of relieving the 
intoxication. The only way in which it would be 
possible to neutralize the toxin absorbed into the 
circulation would be to introduce into the blood 
stream some substance that would react and destroy 
the toxin before it reached the tissues. Haden and 
Orr believed that sodium chloride would so react, 
but the authors’ experiments do not confirm this 
theory. 

If treatment can be instituted before the lethal 
dose of toxin has been absorbed and it is possible to 
prevent the further absorption or formation of the 
toxin, the patient’s life may be saved, but if the 
lethal dose has already been absorbed, there is no 
known method of effecting a cure. 

Joun L. Dries, M.D. 


Jacobsen, H.: Volvulus of the Czecum (Volvulus 
du caecum). Acta chirurg. Scand., 1923, lvi, 18t. 


Jacobsen first reviews the history of volvulus of 
the cecum and mentions the two types of this con- 
dition, viz., volvulus including the neighboring or- 
gans, and volvulus of the cecum alone. To the r10 
cases already reported he adds twenty from his 
service in the Viborg hospital, Denmark. Eleven of 
S latter were cases of volvulus affecting the cecum 

one. 

The condition occurs most frequently between the 
seventeenth and thirtieth years of age, and from 70 
to 80 per cent of the subjects are males. 

Cecum mobile may be due to excessive length of 
the mesentery, unusual situation of the cecum, or 
faulty insertion of the mesentery. 

The volvulus may form: (1) a pocket, the cecum 
being distended like a pouch and twisted, (2) a loop 
with the neighboring portions of the large and small 
intestines, or (3) a knot between the caecum and the 
ileum. Complete knots are rare, but a number of 
cases of incomplete knots have been reported. The 
torsion occurs as often from the right to the left 
as from the left to the right. 

The immediate cause of volvulus of the caecum is 
overfilling and distention of the mobile cecum, its 
displacement causing a fixed traction point resulting 
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in chronic peritonitis with scar formation. Constant 
influx of gas and fluid makes the cecum heavy and 
finally paralyzes and fixes it in an abnormal position. 
The end-result is torsion. 

In one-half of the cases there is a history of ab- 
dominal trouble, and in a third a history of previous 
similar attacks. In twelve of the author’s cases the 
symptoms were very acute. Two patients had suf- 
fered from diarrhoea, one became ill after a very 
heavy meal, two after coughing, one while pregnant, 
and one soon after confinement. One was insane, 
and one had a hernia. 

Ileus from strangulation with acute progress, 
constant pain, frequent vomiting, local meteorism 
without peristalsis and diffuse exudation can be dif- 
ferentiated clinically from ileus due to “‘stopping” 
with slower progress, better health, paroxysmal 
pain, and diffuse meteorism, when at each crisis 
the loops of intestine can be seen under the ab- 
dominal wall. The typical volvulus of the caecum 
is rather low down. 

The first symptom is violent pain which comes on 
suddenly and often is diffuse. Vomiting occurs in all 
cases a short time after the pain. The attacks are 
frequent and the vomitus is green. In one of the 
author’s cases the vomitus was fecal. As a rule the 
occlusion is total, but in a few cases gas and fecal 
matter are passed. Local meteorism around the 
umbilicus or across the abdomen in a welt is charac- 
teristic. Sooner or later there is diffuse meteorism. 
Palpation is generally negative, but sometimes a 
soft mass is felt in the pouch of Douglas. The 
quantity of water that can be injected by the rectum 
gives some indication as to whether the obstruction 
is located in the cecum or lower down. As a rule 
the patient is greatly depressed, but in fair con- 
dition. The temperature is normal or around 100 
degrees F., and the pulse is normal. 

The diagnosis between volvulus of the cecum, 
ileus, and acute appendicitis is difficult. Ileus is 
more acute and occurs higher up. Volvulus of the 
sigmoid flexure is more frequent in the aged, more 
chronic, and associated with tenesmus; less water 
can be injected into the rectum than in volvulus 
of the cecum. 

After a trial of large enemata of water the treat- 
mentissurgical. A large incision is made in the 
median line and the volvulus carefully reduced by 
manipulation. Tears are apt to occur in spite of all 
care. Possibly the distended loop can be emptied 
first. After correction of the volvulus the bowel 
must be cleared. If gas does not pass during the 
operation, the bowel should be flushed and a laxa- 
tive given through a tube. Pituitrin and eserin 
should also be administered. 

Other surgical measures are: 

1. Puncture of the cecum and evacuation of the 
gas by means of a hypodermic needle and of the 
fluid by means of a trocar. 

2. Incision, evacuation, and suture. 

3. The formation of an artificial anus. No result 
is obtained if the volvulus is not first untwisted. An 
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incision below the volvulus is of no value and an 
incision above it gives only temporary relief. An 
incision in the involved loop itself hinders untwist- 
ing. Enterostomy, cecostomy, appendicostomy, or 
entero-anastomosis may be necessary, but can be 
done only if the intestine is viable. If the intestine 
is not viable, resection is indicated. 

Primary resection may be followed by circular 
joining of the ends, closure of the ends, and an 
anastomosis between the ileum and the transverse 
or pelvic colon, closure of the peripheral end, and 
implantation of the ileum into the colon (Olsson), 
or fixation of both ends in the abdominal incision. 

Before the operation is finished the prevention of 
recurrence must be considered, especially in cases 
of volvulus of the sigmoid flexure. This is usually 
assured by secondary resection when the patient is 
better, the formation of an artificial anus, entero- 
anastomosis, typhlopexy, mesopexy, and division of 
adhesive bands at the base of the mesentery. 

The results in Jacobsen’s twenty cases agree in 
general with those reported by others. Jacobsen 
draws the following conclusions: 

1. Laparotomy should be done as early as possible. 

2. If the twisted loop is viable and easy to reduce 
and the patient’s condition is not too poor, simple 
untwisting may be done. After the freeing of ad- 
hesions or puncture, typhlopexy may be done if 
necessary. A good evacuation should be obtained. 

3. If the gut is only slightly affected and difficult 
to empty by simple methods, appendicostomy is 
indicated. 

4. If the gut is attacked by gangrene, resection is 


indicated. If necessary, this may be done in several 


stages. A. C. Mutter, M.D. 

Meyer, R. E.: Carcinoma and Carcinoid of the 
Appendix (Krebs und Carcinoid des Processus 
vermicularis). Verhandl. d. Russ. Chir. Kong., 
Petrograd, 1923, 256. 

The appendix is sometimes found to be the site 
of growths called “carcinoids.” These tumors 
have been designated also as lymphendotheiiomata, 
neurocystomata, mucous nevi, and lymphangeitis 
hyperplastica. They have nothing in common with 
carcinoma. In microscopic examinations of 1,324 
removed appendices three neoplasms of epithelial 
character were found—one carcinoma and two 
carcinoids. 

Carcinoma of the appendix develops at an ad- 
vanced age and is usually an adenocarcinoma or 
colloid cancer. Carcinoid occurs as a rule before the 
age of 30 years, usually does not metastasize, and is 
benign; microscopic examination shows the presence 
of smooth muscle and lipoids and the absence of 
mitoses and penetration. 

It may be assumed that the carcinoid develops 
from an embryonic rest at the time of the formation 
of the cell masses of the glands of Lieberkuehn. As 
in other neoplasms developing from such rests, 
malignant degeneration in carcinoids is possible but 
has not been proved. 
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RACHKIND of Petrograd, in the discussion of this 
paper, stated that in the Obuchow Hospital in the 
service of Grekow one cancroid was found in 1,02; 
removed appendices. Cancroids, he believes, rd 
benign and occur most frequently in women be- 
tween the ages of 20 and 30 years. 

SMOLJAKOFF of Nijni-Novgorod reported the 
case of a patient who was still in good health fiye 
years after the removal of his appendix for cancroid, 
This case, he believes, indicates the benign char- 
acter of the growth. 

GEINATz of Petrograd stated that Federoff had 
found a case of simple carcinoma of the appendix. 
All layers, the mesentery, and part of the omentum 
were infiltrated. 

ParIn of Perm reported a case of adenocarcinoma 
of the appendix in which appendectomy was followed 
by recurrence after six months. Grecory (2). 


Carman, R. D., and Fineman, S.: The Roent- 
genological Diagnosis of Diseases of the Colon. 
Radiology, 1923, i, 129. 

The most common organic diseases of the co- 
lon are neoplasms, diverticulitis, tuberculosis, and 
chronic ulcerative colitis. The roentgenological 
study of the colon in these conditions reveals ob- 
struction of the bariumized medium, abnormal 
changes in its rate of passage, and transitory or con- 
stant deformities in the outline of the colon. Of the 
diseases mentioned, a differential diagnosis based on 
pathognomonic roentgenological evidence can usu- 
ally be made only in diverticulitis. In cases of 
tuberculosis, neoplasm, and chronic ulcerative colitis 
the roentgen ray will usually reveal evidence of a 
lesion, but this evidence alone is insufficient for a 
histopathological diagnosis. 

To elicit the roentgenological signs of colonic dis- 
ease, either the opaque meal or the opaque enema is 
applicable, and each has its advocates. 

At the Mayo Clinic the barium enema has been 
found of greater value than the ingested meal in the 
diagnosis of diverticulitis, neoplasms, tuberculosis, 
and chronic ulcerative colitis. In 90 per cent of the 
cases examined with the enema, filling of the colon is 
continued until the barium mixture passes through 
the ileocecal valve. In cases in which spasticity is 
present, antispasmodics in physiological doses are 
used. Non-retention of the barium in the cxcocolon 
shortly after its filling with the bariumized mixture 
has been observed in carcinoma and tuberculous and 
chronic ulcerative colitis. 

Frequently lesions cannot be detected unless deep 
palpation and approximation of the bowel walls is 
resorted to during the fluoroscopic examination. 
Palpation may be done most satisfactorily and ac- 
curately with the bare hand or the hand encased in 
a soft leather glove. Motility has been found of very 
limited value in the diagnosis of colonic disease. 

Very small lesions, the extent of the lesion, and 
lesions in the distal half of the colon can usually be 
demonstrated best with the barium enema. Roent- 
gen evidence is pathognomonic in the majority of 
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cases of diverticulitis and in many cases of chronic 
ulcerative colitis. Tuberculosis and carcinoma of 
the colon do not present pathognomonic evidence, 
but the roentgen-ray findings usually justify a 
diagnosis of “filling defect” or “lesion.” Double 
lesions of like or unlike pathological character occur 
in the colon. 

As a rule, roentgenological diagnoses of diseases 
of the colon should be limited to actual shadow 
phenomena observed; the final diagnosis must 
be based on the correlation of all known data. 
Sometimes a specific diagnosis cannot be made with 
assurance until after a biological examination of 
tissue removed at operation. 

RussELt D. CarMAN, M.D. 


Helmholz, H. F.: Chronic Ulcerative Colitis in 
Childhood. Am. J. Dis. Child., 1923, xxvi, 418. 


The author’s five cases are the first series in 
children to be reported. 

So far as is known, there is no single definite 
etiological factor. The condition may be the result 
of a variety of infections, pyogenic, dysenteric, 
ameebic, or tuberculous, but whenever a specific 
cause can be demonstrated, the condition is usually 
not considered chronic ulcerative colitis. In none of 
the five cases here reported was it possible to demon- 
strate the presence of any of the infections mentioned. 

The ulceration generally begins in the lower por- 
tion of the bowel and in the course of the illness in- 
volves the entire colon. The ileum is rarely affected. 
Proctoscopic examination shows the ulcers most 
marked in the rectum and lower sigmoid. The colon 
is usually thickened, the surface appearing red and 
glazed and showing numerous small ulcers. The 
roentgenogram is characterized by marked narrow- 
ing and absence of haustra in the entire extent of 
the involved colon. The diagnosis of the condition 
is based on mucopurulent diarrhoea associated with 
the passage of considerable amounts of blood, usually 
inclots. This dysentery persists in spite of all medi- 
cal treatment. 

Under medical treatment the prognosis is un- 
favorable. In two of the cases reported a colostomy 
was performed, in the third an appendicostomy, and 
in the fourth an ileostomy, by means of which the 
lower bowel could be constantly irrigated with saline 
solution. With a double opening of the ileostomy, 
the entrance of faeces into the colon was prevented. 
Two of the patients showed definite improvement 
following the operation, but two died. In one of the 
fatal cases death was due unquestionably to the com- 
plicating infection around the rectum and in the 
psoas muscle; in the other it was due to lack of re- 
sistance which prevented normal healing. 

_If the patient does not improve in the course of 
six weeks or two months under medical treatment, 
it is advisable to operate. The operation of choice is 
the procedure devised by Brown, consisting of an 
ileostomy with the establishment of a complete facal 
fistula, through the lower loop of which the colon 
can be irrigated. An operative mortality of 50 per 
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cent is extremely high, but it seems very certain 
that, without operation, all of the cases reported 
would have been fatal. H. F. Hetmuotz, M.D. 


Bolling, R. W.: Partial Colectomy for Megacolon. 
Ann. Surg., 1923, |xxviii, 681. 


Bolling reports the case of a 14-year-old boy who 
had a history of constipation since birth, abdominal 
distention, and intermittent attacks of abdominal 
pain. The patient was sent to the hospital on ac- 
count of severe abdominal pain which-was not re- 
lieved by cathartics or enemata. On examination, 
a large fecal impaction was discovered. This was 
removed and the patient was discharged at the end 
of eighteen days much relieved by medical treatment. 
An X-ray examination at this time showed a greatly 
dilated and redundant sigmoid colon and rectum. 

The patient remained well for one month. At the 
end of that time abdominal pain again recurred, but 
yielded to medical treatment given at home. Subse- 
quently, until one year ago, similar attacks occurred 
at intervals. One year ago the patient was re-ad- 
mitted to the hospital, where he was turned over to 
the surgical service of Bolling. The X-ray findings 
were the same as before, except that the dilatation 
of the sigmoid colon was possibly slightly greater. 

At operation, 2 ft. of the large intestine, includ- 
ing the sigmoid, were resected and the descending 
colon was united to the rectosigmoid by lateral 
anastomosis. A small rubber dam drain was intro- 
duced on a stab wound. The sigmoid colon and 
rectum were found to be greatly dilated and the 
walls thickened. The remainder of the intestine ap- 
peared somewhat dilated, but relatively normal. 

The postoperative course was uneventful, and the 
boy left the hospital nineteen days after operation, 
free from symptoms. Subsequently he gained 22 
lb. At times no bowel movement occurs for three 
or four days, but a bismuth injection was com- 
pletely eliminated in twenty minutes. 

Dan MELLEN, M.D. 


Kelly, H. A., and Ward, G. E.: A Clinical Study of 
Radium Therapy in Carcinoma of the Rectum. 
Surg., Gynec. & Obst., 1923, Xxxvii, 626. 


The treatment of rectal cancer has been greatly 
facilitated by radium but is still difficult and often 
disappointing. We are able measurably to relieve 
the suffering of patients whose condition is hopeless, 
to prolong the lives of others, and to cure an appreci- 
able percentage. In the treatment of rectal carci- 
noma at the Kelly Hospital, Baltimore, three methods 
of applying radium are used: 

1. The implantation of bare emanation needle 
points into the disease focus. 

2. The direct application of emanation to the 
disease area. 

3. External or deep radiation with massive doses 
from a distance. 

The technique of the implantation of needle 
points consists in inserting or threading tiny glass 
capillary capsules into the end of a long needle and 
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placing them in the growth by sight, preferably near 
the periphery of the mass. The rule is that 1 mc. 
will destroy 1 c.cm. of tumor tissue. 

Direct application to the surface of the tumor in 
the rectum is done in various ways. The authors 
have found best in most cases a cloth applicator with 
several pockets containing the tubes of emanation 
which are screened with 0.5 mm. of lead and wrapped 
outside to absorb the secondary rays. If the growth 
is annular, a finger-like applicator is preferable. 
This is inserted through the rectum by means of the 
proctoscope or with the guiding finger, the speculum 
being omitted. The dose is usually 1 or 2 gm.-hr. 

For external application, heavy lead applicators 
and 2- or 3-in. portals are used. In this way, from 
1 to 1% gm.-hr. can be delivered to the growth with- 
out causing erythema of the skin. If four portals of 
entry are used, the distance is 3 in. and 10 gm.-hr. 
are given over each, making 40 gm.-hr. in all. 

With the combination of these three methods it is 
possible to give relief for a long period of time, to 
cause a marked reduction in large tumors, and to 
obtain a cure in an appreciable percentage of cases. 

The cases reviewed are all of those entering the 
hospital with the diagnosis of primary rectal carci- 
noma in the ten-year period from ro12 to 1922. 
The series includes 230 cases, but as in thirty the 
data were insufficient, only 200 cases are considered. 
Rectal irritation was noted in only thirteen cases, 
bladder disturbance in two, and _ postradiation 
scarring or stricture in ten. Eleven per cent were 
cured, 62 per cent were benefited, and 27 per cent 
were not benefited. For purposes of analysis the 
cases are grouped as follows: (1) hopeless cases, 
(2) those not benefited by treatment, (3) those 
benefited, and (4) those apparently cured. 

Of the nineteen hopeless cases, 63 per cent were 
benefited and 36 per cent not benefited. The patients 
who were benefited lived from three months to two 
years. The cause of the lack of improvement in 
fifty-four cases is not known as some of these were 
given as much radiation as those which were greatly 
benefited. In six of the unbenefited cases there was a 
definite increase in the growth. The benefited cases 
numbered 124 (62 per cent of all cases). The neces- 
sity for colostomy was obviated in eight cases. Ex- 
ploration showed that nine cases were inoperable. 

In three tables the authors show the relative 
values of the various methods of treatment used. 
Of the cases treated with radium alone, in 6.3 per 
cent of which the condition was hopeless and in 61.7 
per cent of which it was extensive, a cure was ob- 
tained in 8.5 per cent, and palliation in 65.9 per 
cent. Of the patients who were benefited but not 
cured, 37 per cent lived more than eighteen months. 

The best results with radium treatment alone 
(palliation in 70.3 per cent of the cases and apparent 
cure in 11.2 per cent) were obtained by combination 
treatment, both external and internal. External 
treatment alone resulted in a cure in 11.1 per cent 
and internal treatment alone cured in 5.8 per cent. 
The number of cases treated with needles plus inter- 


nal application or with needles alone is still too 
small to warrant conclusions as to the efficacy of 
these methods. Of five operable cases treated with 
radium alone, two were cured, two were benefited, 
and one was not benefited. 

Of the group of patients treated with radium plus 
operation, 17.5 per cent were cured, 50.5 per cent 
were benefited, and 60 per cent of these lived eight- 
een months or longer. Of this group thirty-three had 
recurrences after a previous operation, and of these, 
9.1 per cent are well, 57.5 per cent were benefited, 
and 33.4 per cent were not benefited. In the cases 
treated by radium and colostomy there was pallia- 
tion in 68.7 per cent and cure in 6.3 percent. In 25 
per cent there was no improvement. It made little 
difference whether the colostomy was done prior to 
the radiation or after obstruction seemed evident. 

There were twelve patients in the series with an 
operable tumor; of these, 50 per cent are well, five 
(41.6 per cent) were benefited, and one (8.4 per cent) 
was not benefited. Six patients were subjected to 
radium therapy and extirpation. Three of these are 
well and three were benefited. 

The cured cases comprise 11 per cent of the total 
number. They were treated by three methods: 
(1) radium alone, (2) radium-colostomy, and (3) 
radium-operation. Radium alone cured 8.4 per cent, 
radium-colostomy 6.4 per cent, and radium-opera- 
tion 17.2 per cent of the patients treated by these 
respective methods. The authors’ conclusions are 
as follows: 

1. The use of radium alone or with some operative 
procedure is by far the most effective treatment of 
carcinoma of the rectum in any stage. Cases not 
responding are regarded as not radiosensitive. 

2. The combination of external and internal 
application gives the best palliation, and external 
radiation plus radical operation gives the highest 
percentage of cures. Further trial will probably 
show that implantation of needles alone or combined 
with other procedures will give the best results of all. 

The authors suggest the following rule for the 
treatment of carcinoma of the rectum: 

If the case is operable, radiate, especially externally 
and heavily, and operate. If it is inoperable, radiate 
externally and internally and implant radium to 
render the condition operable. If this is successful, 
operate. Postoperative recurrence should be treated 
with radium. If there is an obstruction, colostomy 
is indicated, but colostomy as a routine is unwise. 

A. James Larkry, M.D. 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


Bancroft, F. W.: Chronic Cholecystitis Without 
Stone. Ann. Surg., 1923, |xxviii, 608. 


The author refers to the type of case coming to 
the hospital with a history of repeated attacks ot 
pain in the right upper quadrant, often radiating to 
the right shoulder. In such cases there is frequently 
also a history of vomiting and sour eructations. 
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However, the attacks are not so severe as those 
of colic due to cystic obstruction. At operation, 
the gall-bladder wall is sometimes found markedly 
thickened and with numerous adhesions. In such 
cases Bancroft does not hesitate to perform chol- 
ecystectomy. Sometimes, however, the wall feels 
only slightly thicker than normal and there are no 
adhesions. The author discusses the advisability 
of opening the gall bladder for exploration in cases 
of this type. 

Bancroft reviews thirty-eight consecutive cases in 
which cholecystectomy or cholecystostomy was done. 
Twenty-four (63.2 per cent) were those of women. 
The average age of the thirty-six patients was 36 
years, and the average duration of symptoms two 
and one-half years. The chief complaints were pain 
and soreness in the epigastrium or the right upper 
quadrant. The pain radiated to the back in twenty- 
four cases (63.2 percent). In nine, it was dull, andin 
twenty-nine knife-like. Thirteen patients complained 
of indigestion and gas after eating, and nineteen 
complained of vomiting. Eleven women and five 
men had had previous operations for inflammatory 
conditions of the lower abdomen. Five women 
and seven men had disease of the appendix. There- 
fore in twenty-eight (73.7 per cent) of the cases 
there were coexisting inflammatory conditions of the 
lower abdomen. 

On physical examination, most of the patients 
were found to be moderately adipose. Most of 
them did not appear very sick. Rigidity was 
moderate in four cases and marked in twenty-five. 
Tenderness in the upper right quadrant on deep 
pressure at Murphy’s point was noticed in thirty- 
five cases and absent in three. Cholecystectomy 
was done in thirty-one cases, cholecystostomy in six, 
and inversion of the distal portion of the gall bladder 
in one case of hour-glass constriction. Of the thirty- 
one patients subjected to cholecystectomy only 
four had poor results, and two of these were decided 
neurotics. Therefore good results were obtained 
in 88.5 per cent of the cases. In the cases of chol- 
ecystostomy good results were obtained in three 
(50 per cent). 

The author therefore comes to the conclusion that 
a diagnosis of chronic cholecystitis is justified in 
cases with a long history of pain in the right upper 
quadrant, usually radiating to the back, and tender- 
ness on pressure over the region of the gall bladder. 
This pain is usually not so severe as that due to 
obstruction of the cystic duct. The Lyon test 
proved of decided diagnostic aid in nine cases. In 
the treatment, operation is justified and the pro- 
cedure of choice is cholecystectomy. 

Joun L. Dies, M.D. 


Diamond, J. S.: An Experimental Study of the 
Meltzer-Lyon Test, with Comment on the 
Physiology of the Gall Bladder and Sphincter 
Vateri. Am. J. M. Sc., 1923, clxvi, 894. 


The technique of the Lyon test is now too well 
known to require a detailed description. Suffice 


it to state that the introduction of about 50 c.cm. 
of a saturated solution of magnesium sulphate into 
the duodenum by means of a duodenal tube is 
followed within a few minutes by a deeply pig- 
mented bile which Lyon has called the ‘“‘B bile.” 
Noticing the similarity of the “‘B bile” to the con- 
tents of the gall bladder in color and viscosity, 
Lyon assumed that the “B bile” is gall-bladder bile. 

By means of experiments on dogs the author 
attempted to answer the following questions: 

1. Does the deeply pigmented viscid bile originate 
in the gall bladder? 

2. Does the gall bladder contract and empty its 
contents? 

3. Can the gall bladder contract at all? 

4. What is the function of the gall bladder? 

5. Is Oddi’s muscle a sphincter in the true sense 
of the word? 

6. What relation does it bear to the gall bladder? 

7. Does magnesium sulphate or any other chemi- 
cal substance produce a dilatation of the sphincter 
and simultaneously cause evacuation of the contents 
of the gall bladder? 

A duodenal fistula was established in the dogs and 
at the same time a carmine emulsion was introduced 
into the gall bladder. When the animals recovered 
from the operation various chemicals were injected 
through the duodenal cannula. The conclusions 
drawn are as follows: 

1. The function of the gall bladder may be 
regarded as merely that of an overflow receptacle in 
the nature of a diverticulum of the common duct 
which is not contractile. It never empties itself 
completely, but occasionally small quantities of its 
contents may escape. 

2. The sphincter of Vater bears no relation to the 
gall bladder either anatomically or physiologically. 
Stimulation of the sphincter has no effect upon 
the gall-bladder contraction or the evacuation of the 
contents of the gall bladder. The observations of 
Dunn tend further to disprove the selective action 
of magnesium sulphate upon the sphincter papilla 
and through it any contrary innervation causing 
contraction and evacuation of the gall bladder. 

Joun L. Dies, M.D. 


Darner, H. L., and T. S. Cullen: The End-Results 
in Nearly 300 Cases in Which the Gall Bladder 
Was Drained—Not Removed. Surg., Gynec. & 
Obst., 1923, xxxvii, 579. 


In the foreword Cullen states that the sole pur- 
pose of the article is to aid in establishing a proper 
perspective in the matter of gall-bladder surgery. 

Darner’s report covers a series of 296 surgically 
treated gall-bladder cases, in 290 of which a chol- 
ecystostomy was done. 

With the exception of fourteen cases which could 
not be traced, the definite end-result was established 
in every instance. In the great majority of the cases 
the condition was chronic cholecystitis and chol- 
elithiasis, with or without acute exacerbation at the 
time of operation. Gangrene was present in seven- 
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teen cases, and in twenty-five the gall-bladder disease 
was noted incidentally in the course of an operative 
procedure for another condition. 

A fairly uniform technique was used in the entire 
series. A rubber drainage tube was sutured in the 
gall bladder with plain catgut sutures, either mat- 
tressed or whipped over through the lumen. A 
catgut pursestring was then passed through the 
outer wall of the gall bladder and two flat cigarette 
drains were placed below the gall bladder, the gauze 
not quite reaching the end of the drain. One drain 
was removed on the second day and one on the third. 
The tube usually came away between the tenth and 
thirteenth days, and the abdominal wound was 
healed at the end of the third or fourth week. 

Twenty-nine patients died immediately after the 
operation. Fourteen were not located, nineteen 
were not benefited, thirteen were operated upon a 
second time, twenty-six were markedly benefited, 
and 202 were either well or free from gall-bladder 
symptoms until death occurred from some other 
disease. 

The immediate death rate of 10 per cent can be 
reduced to 4.14 per cent by excluding seventeen 
cases in which the pre-operative condition was very 
poor. This percentage of 4.14 per cent represents 
deaths due to unforeseen postoperative complica- 
tions. 

The symptom-free period following operation in 
the 202 remaining cases ranged from one year to 
more than ten years. 

Each case is reported briefly with mention of the 
outstanding symptoms, the pathology, the operative 
technique, and the immediate and end-results. The 
only conclusion drawn from this analysis is that in 
the hands of the average surgeon and in the average 
case drainage of the gall bladder is safer and easier 
than its removal, and that in the cases in which the 
gall bladder should be removed, the patient’s con- 
dition or the nature of the lesion may make removal 
impossible. Paut R. M.D. 


Suermondt, W. F.: The Operative Results of Gall- 
Bladder Surgery in the Leiden Clinic (Die 
operativen Resultate der Gallenblasenchirurgie in 
der Klinik zu Leiden). Deutsche Ztschr.f. Chir.. 1923, 
clxxxi, 145.+ 


After a brief review of the literature, Suermondt 
gives the rules of gall-bladder surgery used in the 
clinic at Leiden. 

A cholecystectomy is performed under local an- 
zsthesia only in case of high temperature, rapid 
pulse, disturbed sensorium, and icterus. In acute 
cholecystitis a radical cholecystectomy is more se- 
vere than an appendectomy; therefore the gall 
bladder is not removed until inflammation is en- 
tirely gone. The absolute indications for operation 
are: perforation into the free abdominal cavity; 
acute cholecystitis with jaundice; no improvement 
after two or three days; and acute cholecystitis 
with threatened peritonitis. Jaundice without evi- 
dence of acute infection is an indication for opera- 


tion only when it continues for eight or ten weeks, 
In order to prevent cholemic hemorrhages, calcium 
is given. Gall-stone disease is operated upon when 
internal medication is without result and colicky 
pains persist. 

The operation consists in cholecystectomy and in 
examination of the biliary passages. The transverse 
incision of Kocher is recommended. The choledochus 
is drained whenever there are stones in the biliary 
passage; when pus or cloudy bile exudes from the 
biliary passage; when the wall of the passage is 
thickened; when the biliary passages are distended; 
and when, on the basis of the history, there is a 
presumption of infection of the bile. Drainage 
according to the method of Kehr is not done, but 
— thin rubber tube with a lateral window is 
used. 

No biliary fistula were observed. Should they 
occur, Zaaijer recommends enterostomy and in- 
jection of the out-flowing bile into the intestine. In 
cases in which the bile duct is not drained, the cystic 
duct is ligated with catgut, and in order to prevent 
fistulz, this catgut is withdrawn after a few days by 
means of a long silk thread which is tied to it. Pri- 
mary closure of the abdominal wall is not done; 
tamponade is reduced as much as possible, but drain- 
age is established. 

The material consisted of 200 cases, of which 
seventy-six were cases of stone free of inflammation 
(forty-two without and thirty-four with icterus), 
110 were cases ©: stone with inflammation (sixty-six 
without and forty-four with jaundice), and four- 
teen cases of inflammation alone. Pancreatitis was 
observed five times in these patients, twice in com- 
bination with stone and three times with inflam- 
mation. Stones were found in the large biliary 
passages fifty-one times. 

In 200 operations the total mortality was 6 per 
cent. In thirty-six cholecystostomies the mortality 
reached 11 per cent. Cholecystostomy and subse- 
quent cholecystectomy resulted in a mortality of 14 
per cent. In contradistinction to these results, 149 
cholecystectomies had a mortality of only 4 per 
cent. 

Infection of the abdominal wall was observed 
seventeen times. Sixty patients were subsequently 
examined; none showed a recurrence. Several had 
mild digestive disturbances, three a protrusion of 
the lateral scar, and one a hernia. In the rest the 
costal margin incisions were firmly healed. 

NorpMAxN (Z). 


MISCELLANEOUS 


Kappis, M., and Gerlach, F.: The Importance 
of Paravertebral Injections of Novocaine in 
Differential Diagnosis (Die differentialdiagnos- 
tische Bedeutung der paravertebralen Novocainein- 
spritzung). Med. Klin., 1923, xix, 1184. 


The author values highly the paravertebral in- 
jection of novocaine in diagnosis, especially in un- 
certain cases. 
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The 0.5 per cent novocaine solution is not kept 
exactly at the midline, as the solution distributes 
itself medially. 

The best orientation is obtained by using the 
spinous processes as the site of injection; in stout 
persons the counting control is from the last rib 
upward. 

The biliary system and the pyloric and duodenal 
regions are supplied viscerally only from the right 
side. Purely gastric pains should disappear in an- 
esthesia of the sixth to the eighth dorsal nerves 
and purely biliary pains in anesthesia of the ninth 
and tenth or, at most the eleventh dorsal nerves. 
If this does not occur, the disease must be of a 
different nature or there must be present some other 
disease or complications which overshadow the 
original disease. 

Renal diseases are painless after anzsthetiza- 
tion of the twelfth dorsal and first lumbar nerves. 
In these conditions a therapeutic result is obtained 
in addition to the diagnostic result. Colics and 
pains disappear immediately and usually never re- 
turn. In diseases of the appendix the results are 
uncertain. BERNARD (Z). 


Girgolaff, S. S.: The Innervation of Intra-Ab- 
dominal Adhesions (Zur Innervation der intra- 
abdominallen Verwachsungen). Verhandl. d. Russ. 
Chir. Kong., Petrograd, 1923. 

These studies were made on the adhesions occur- 
ring after appendicitis and gastric ulcer. The author 
comes to the following conclusions: 

Intra-abdominal adhesions contain blood vessels 
and nerves. The latter occasionally reach a marked 
degree of development and may consist of branches 
of five to six separate nerve cylinders; their develop- 
ment is dependent upon the immediately adjacent 
parts of the peritoneum. The symptoms depend 
upon the character of the nerves innervating the 
adhesions. 

GtrsE of Petrograd, in discussing this paper, said 
that in intra-abdominal adhesions produced by ul- 
cer of the stomach or duodenum, the Head zones 
are usually found. When such adhesions are found 
in carcinoma, the Head zones are not present. It 
must therefore be assumed that in the adhesions 
resulting from cancer of the stomach and duodenum 
the nerve-ends undergo such change that the develop- 
ment of Head zones is prevented. Grecory (Z). 
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GYNECOLOGY 


UTERUS 


Uter: Unrecognized Carcinoma (Carcinomversch- 
leppung). Monatsschr. f. Geburtsh. u. Gynaek., 1923, 
Ixiil, 171. 

Of 178 patients with carcinoma (140 of the cervix 
and 38 of the body of the uterus), only thirteen came 
for treatment within the first fourteen days after the 
appearance of the first symptoms. Accordingly, 93 
per cent of the cases were unrecognized for an aver- 
age of five and a half months. Only thirteen others 
sought treatment within the first four weeks. In 
nearly one-third of the cases, the attending physi- 
cian alone or with the patient was responsible for 
the delay. 

The deterioration of carcinoma statistics com- 
plained of by some writers is due entirely to this 
delay and a more energetic campaign should be 
waged against it. Uter makes a routine re-examina- 
tion of every patient because he has found carcinoma 
present even when a previous exploratory curettage 
revealed no reason for the suspicion of malignancy. 

Fiescu (G). 


Neuwirth, K.: The Substitution of Irradiation for 
Operation in the Treatment of Uterine Cancer 
(Ueber den Ersatz der Operation des Gebaer- 
mutterkrebses durch die Strahlenbehandlung). 
Vienna, Braumueller, 1923. 


The author discusses the position of the leading 
German and foreign hospitals with regard to irradia- 
tion treatment of uterine cancer and calls attention 
to the excellent results obtained by Doederlein in 
more than 1,000 cases—results that even advocates 
of operation cannot deny. The average primary 
mortality in operatively treated cases is 20 per cent; 
irradiation is associated with practically no mortal- 
ity. According to Seuffert’s research, irradiation 
may prolong life by more than two years, even when 
the condition is advanced. Moreover, pregnancy is 
possible after this treatment whereas surgery causes 
sterility. Doederlein reported a case in which a 
normal child was born six years after a cure was 
effected by irradiation. Pregnancy is known to have 
occurred also in two other cases treated at the 
Doederlein and Bumm clinic. The argument that, 
because of the quick improvement occurring during 
irradiation, women are apt to discontinue the treat- 
ment too soon, is well founded, but much can be 
done to combat this tendency through education of 
the laity. The strongest argument against irradia- 
tion is that certain cancers are refractory to it and 
there is as yet no chemical or microscopic test by 
which the prognosis can be determined definitely. 
This is true also of operation, as otherwise local 
recurrence would not develop. 


In the chapter on technical improvement, Neu- 
wirth mentions the cupro-electrolysis of Seitz and 
Wintz, the vaginal raying of Bumm, the Flataus 
radium carrier, the strengthening of the organic de- 
fense by injections of blood, arsacetin, etc., and the 
American method of radium treatment with emana- 
tion needles. 

In the chapter on his own experiences the author 
cites four cases treated successfully in Doederlein’s 
clinic or by Doederlein’s method. In summing up 
he states that the splendid operative results ob- 
tained by Zweifel and Schauta (a relative cure in 
about 87 per cent of the cases) have been almost 
equaled by Doederlein, who obtained a relative cure 
in 81 per cent, and that the results of the Wertheim 
operation (a relative cure in 55 per cent of the cases) 
have been surpassed by Doederlein and have been 
almost reached by Seitz, who obtained a cure in 50 
per cent of his cases, and by Kehrer, who obtained 
a cure in 45.4 per cent. While little further im- 


provement in operative technique is possible, the 
technique of irradiation is still to be fully developed. 
Another advantage of irradiation is that it is more 
economical than surgical treatment as it does not 
require the long hospitalization made necessary by 
operation. 


WoLMERHAEUSER (G). 


Kraul, L.: The Results of Irradiation Treatment of 
Cancer of the Uterus (Ergebnisse der Strahlen- 
behandlung des Gebaermutterkrebses).  Zevtralbl. 
f. Gynaek., 1923, xlvii, 1573. 

The author reports on the results of irradiation 
in cases of cancer of the uterus, vagina, and vulva 
at von Peham’s clinic. During the period from 1919 
to 1922 all inoperable cases were rayed according 
to the Seitz-Wintz method with local applications 
of radium. Of the patients who had been operated 
upon only those were rayed in whom histological 
examination showed that it was impossible to 
operate in sound tissue. All recurrences and very 
advanced cases were irradiated. 

A cure was obtained in eleven (17 per cent) of 
sixty-four cases of inoperable cervical carcinoma, 
three (33 per cent) of nine cases of vaginal carcinoma, 
and one (20 per cent) of five cases of vulvar carci- 
noma. In the cases of corpus carcinoma no cures 
resulted. The results of prophylactic postoperative 
irradiation and irradiation of recurrences is hard to 
estimate as the differentiation between chronic 
inflammatory infiltrations and true recurrences 1s 
very difficult. Even when the antitrypsin reaction 
was negative, this was impossible. The weakly acid 
gastric juice from cachectic patients contained the 
same antitryptic ferments as the blood serum. It 
is assumed that antitryptic ferments formed by 
autolytic ferments or toxins resulting from tissue 
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destruction are thrown off through the gastric 
mucosa, and that the vomiting is similar to vomit- 
ing of pregnancy and parturition which is not due 
to a pre-uremic condition. 

In 50 per cent of the cases autopsy showed the 
direct cause of death to be uremia from stenosis of 
the ureter and hydronephrosis. In cases of roentgen- 
ray injury daily injections of from 20 to 4o c.cm. 
of 34 per cent novocaine solution into the surround- 
ing tissues proved beneficial. In cases of necrosis of 
the rectum the pain was alleviated by daily enemata 
containing 1 or 2 tablespoonfuls of novocaine- 
adrenalin. 

The average duration of life in cases of entirely 
untreated carcinoma of the cervix was 239 days; 
in inoperable and advanced cases, 415 days; and in 
cases operated upon and those in which a recurrence 
developed, 750 days. WoLMERHAEUSER (Z). 


ADNEXAL AND PERI-UTERINE CONDITIONS 


Odermatt, W.: Intra-Abdominal Hemorrhage 
from Ruptured Corpus Luteum with the 
Symptoms of Acute Appendicitis (Intraab- 
dominelle Blutungen aus geplatztem Corpus luteum 
unter den Symptomen einer akuten Appendicitis). 
Beitr. s. klin. Chir., 1923, CXxix, 663. 

The numerous conditions with which appendicitis 
may be confused include hemorrhage from a corpus 
luteum. At the surgical clinic at Basel, hemorrhages 
from a corpus luteum of menstruation were found 
eleven times in more than goo operations on the 
cecum. Two of these eleven cases are not considered 
in this discussion because the data were incomplete. 
In six cases the hemorrhage occurred from five to 
eight days before menstruation, and in three, between 
menstrual periods. 

The bleeding is usually accompanied by a sudden 
cramp-like pain. Nausea, vomiting, diarrhoea, or 
constipation may follow. The cause of the hemor- 
rhage is to be sought in a moderate rise of abdominal 
pressure, since in none of the cases was there a 
history of severe trauma. 

Rupture of the corpus luteum may be caused by 
straining of the abdominal muscles in constipation, 
this having occurred in’ several cases. The rise of 
temperature in corpus luteum hemorrhage is slight. 
The small difference between the axillary and rectal 
determinations (maximum difference 7/10 degree) 
is striking. The pulse is readily felt, and the pulse 
rate 1s 80 to 100 beats. There is no sign of anemia, 
or facies abdominalis. Muscular tension is slight, 
but some tenderness is noted on pressure. On vagi- 
nal or rectal examination there is always distinct pain 
on the affected side. The leucocyte count is slightly 
raised. It varies between 5,900 and 10,840. 

Since the diagnosis can never be made with 
absolute certainty, operation is the treatment of 
choice. The capsule of the corpus luteum may be 
sutured or a wedge excision may be done. Because 
of the possibility of disease of the other ovary the 
entire ovary should not be removed. If there is 


opportunity for careful observation and pregnancy 
can be excluded with certainty, expectant treatment 
is allowable. 

Histological changes could not be demonstrated 
in the excised corpora lutea. In each case a corpus 
luteum of menstruation was found. In eight of the 
nine cases the next menstruation appeared either 
regularly or even later than normal in spite of the 
removal of the corpus luteum. In one case it ap- 
peared twelve days early. These observations speak 
against the Halban-Koehler theory that the corpus 
luteum inhibits menstruation. STUEBLER (G). 


Heaney, N. S.: A Simple Method of Testing the 
Patency of the Fallopian Tubes. Am. J. Obst. & 
Gynec., 1923, Vi, 581. 

As soon as Rubin described his method of tran- 
sufflation and he and others had proved it harmless, 
the use of the ear syringe to test the patency of the 
tubes from below was adopted. The author has tried 
this procedure in every case of sterility examined 
since that time, and has gained experience by using it 
also in every case in which the peritoneal cavity was 
to be opened either vaginally or abdominally. All tests 
are made with the patient in the lithotomy position. 

In most cases air readily passes into the perito- 
neal cavity with a peculiar whistling or gurgling 
sound. Occasionally, light pressure must be used. 
If the tubes are closed, air will not pass after the 
syringe is about half empty. If the syringe empties, 
the tubes are open. 

When there is doubt as to regurgitation at the 
external os, the vagina may be filled with water until 
the cervix is immersed or a lubricant may be used 
in the cervical canal so that if leakage occurs, 
bubbles will be seen. Epwarp L. Cornett, M.D. 


MISCELLANEOUS 


La Roque, G. P.: Pus in the Pelvis of Women. 
N. York M. J. & Med. Rec., 1923, cxxiii, 559. 


This article is based on 150 cases of pelvic sup- 
puration with four deaths, a mortality of less than 
1 per cent. Pus was confined to the uterus, tubes, 
and ovaries in 330 cases. In 170 there were walled- 
off pelvic abscesses. 

The author warns against emergency operations 
in acute pelvic infections but advocates early 
surgical treatment to prevent further extension of 
the disease to adjacent structures and to obviate 
the necessity for a more mutilating and dangerous 
operation. 

Systematic and thorough procedures are called for. 
In 95 per cent of the cases all disease should be 
treated at one operation. 

In the cases reviewed, drainage was instituted 
after the laparotomy in less than 10 per cent. Of 
the 170 cases of pelvic abscesses, drainage was in- 
stituted in thirty-five; in this group there were three 
fatalities. 

The mortality should not exceed 1 per cent and 
there should be no postoperative pelvic pain, pu- 
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rulent vaginal discharge, or excessive menstruation. 
Postoperative vaginal discharge is largely excluded 
by proper surgical treatment of the lacerated and 
infected cervix; the author recommends the use of 
the electric cautery knife. 

Subtotal hysterectomy was done when the removal 
of both tubes was necessary. 

Oéphorectomy was performed in slightly more 
than 50 per cent of the total number’ of cases. Bi- 
lateral ojphorectomy was never done in the cases 
of women under 45 years of age unless both ovaries 
were hopelessly involved. In about go per cent of 
the cases it was found possible to conserve at least 
a part of one ovary. C. Fiske Jones, M.D. 


Norris, C. C., and Mikelberg, H. B.: Gonococcal 
Infections in the Lower Genital Tract of Female 
Infants and Young Girls, with a Report of 100 
Cases. Therap. Gaz.. 1923, 3 S. XXXiX, 775. 


Gonococcal vulvovaginitis in infants and young 
children is generally believed to differ in many re- 
spects from a similar type of infection in adults, but 
on careful study the differences are found to be 
more apparent than real. In practically all chronic 
cases the cervix, urethra, and Bartholin’s glands are 
infected just as in the adult. In the child, the vaginal 
lining and the skin covering the labia and external 
genitalia are also attacked; in fact, this is the pri- 
mary focus of the infection. The routine use of the 


cystoscope has thrown a great deal of light on the 
clinical picture of the condition and has greatly 
aided in the treatment. 

The source of the primary infection is often difficult 


to determine. Contamination is frequently traced 
to an infected mother. It is seen more often after 
breech than after cephalic presentations. A large 
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number of children acquire the disease in schools 
and institutions. Baths, contaminated linen, at- 
tendants’ hands, clinical thermometers, and toilet 
seats are factors responsible for the spread of the 
condition. 

For successful results, the treatment must be one 
that is easily administered, free from harmful effects, 
and painless. The technique used by the authors js 
as follows: 

The child is placed upon a table, the hips are 
elevated, and rubber-covered pillow is placed 
under the buttocks. It is essential that the pelvis be 
tilted in order that the solution injected into the 
vagina will gravitate backward and flood the entire 
vaginal cavity. The external genitalia and vulva 
are cleansed with a solution of one part Dakin’s 
solution and ninety-nine parts olive oil. By means 
of a large medicine dropper about 3 dr. of this solu- 
tion are then introduced into the vagina and held in 
for about two minutes. This treatment is adminis- 
tered twice weekly by the physician, and the motheror 
nurse is instructed to administer it night and morn- 
ing. For intensive treatment, which is usually re- 
quired toward the end of the course, a large Kelly 
cystoscope with a cold lamp is used and applications 
are made to the cervix as in the adult. 

The services of an efficient social service depart- 
ment are indispensable for the successful manage- 
ment of these cases. In a series of 100 of the authors’ 
cases the average duration of treatment was twelve 
weeks. The incidence of recurrence has been only 
15 per cent. For the Dakin’s solution, which does 
not keep well, the authors have recently substituted 
a 2 per cent solution of mercurochrome. This, how- 
ever, has the disadvantage that it stains. 

Harry W. Fink, M.D. 
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PREGNANCY AND ITS COMPLICATIONS 


Davis, C. H.: Weight in Pregnancy; Its Value as a 
Routine Test. Am. J. Obst. & Gynec., 1923, vi, 575- 


Of 150 cases reviewed, thirty-nine (26 per cent) 
were those of multipare and r11 (74 per cent) those 
of primipare. The average gain during pregnancy 
was 21 lb. (9.518 kgm.) and the average weight of 
the babies was 7 lb., 4.5 oz. (3.3 kgm.). 

Seventy-one of the women gained 20 lb. or less; 
the average was 15.5 lb. (7.025 kgm.). These include 
fifteen multipare (21 per cent) and fifty-six primip- 
are (77 per cent). The average weight of their 
babies was 6 lb., 15 oz. (3.144 kgm.). These women 
may be classified as women of average nutrition. 
All of the babies were born alive, but one died of 
erysipelas following circumcision. 

Twenty-eight women gained between 20 and 25 
lb.; the average was 22.3 lb. (10.107 kgm.). Of these, 
nine were multipare (33 per cent) and nineteen 
primipare (67 per cent). The average weight of 
their babies was 8 lb. (3.62 kgm.). One baby was 
stillborn because of concealed prolapse of the cord. 
The largest baby in the series weighed 9 lb., 1034 oz. 

Epwarp L. Cornett, M.D. 


Chatoni: Severe Anzemia During Pregnancy; 
Treatment by Repeated Blood Transfusions; 
Cure (Syndrome d’anémie grave dans le cours 
d’une grossesse; traitement par transfusions san- 
guines repétées; guerison). Bull. Soc. d’obst. et 
gynéc. de Par., 1923, xii, 317. 

The case reported was that of a para-iv, 38 years 
old, who was in the sixth month of pregnancy. 
On the patient’s admission to the hospital, April 
25, 1921, a blood count showed 906,250 red cells, 
5,400 white cells, 85.7 per cent polynuclears, 11.1 
per cent lymphocytes, and 3.2 per cent medium 
mononuclears. The oxyhemoglobin content was 16 
per cent. The patient had a wax-like color and her 
face, hands, and ankles were cedematous. Respira- 
tion was rapid and the pulse rate 120. No hemor- 
rhage had occurred. 

On April 26 a blood transfusion of 500 c.cm. was 
given by the citrate method. The same amount was 
transfused May 6 and 13. On May 14 the“patient 
was delivered of a premature infant which died very 
soon after birth. Two other transfusions of 450 
c.cm. of blood were given on May 20 and 29. Grad- 
ual improvement followed, the red blood cells in- 
creasing after each transfusion. On August 7 the 
blood count showed 4,793,750 red cells, 10,800 white 
cells, and a practically normal differential count and 
oxyhemoglobin content. 

The author classes this case of anemia with those 
described by Hayem. He believes that it was of 


toxic origin because the patient, while pregnant, 
suffered with severe vomiting. 
SALVATORE DI Patma, M.D. 


Kahn, M.: Chemical Changes in the Toxzmia of 
Pregnancy. N. York M. J. & Med. Rec., 1923, 
cxvill, 540. 

It is known that the toxemia of pregnancy is 
associated with characteristic lesions in the liver 
and striking changes in the metabolism. Therefore 
it seems logical to assume that it is due to failure of 
the detoxicating function of the liver. One of the 
normal functions of the liver is to produce urea from 
the ammonia brought to it. Normally, only a small 
amount of free ammonia escapes in the urine. The 
ratio of this ammonia nitrogen to the total nitrogen 
in the urine is the “ammonia coefficient.” 

When the liver is not functioning properly it 
permits a greater amount of ammonia to escape, 
the coefficient being increased. Because of the 
secondary influence of the toxin on the kidneys, a 
condition of nephritis is induced with the retention 
in the blood of various non-protein nitrogenous com- 
pounds such as urea, creatinin, and uric acid. These 
substances are not the toxic factors, but indicate 
the presence of others which have a toxic effect. 
The nausea, vomiting, and retention of acid sub- 
stances cause a decrease in the alkali reserve or 
acidosis, this being a result of the toxemia rather 
than its cause. Harry W. Fink, M.D. 


Herzfeld, B.: The Symptoms of Rupture of the 
Tube in Extra-Uterine Pregnancy (Zur Sympto- 
matologie der Tubenruptur bei Extrauteringravi- 
ditaet). Zentralbl. f. Gynack., 1923, xlvii, 517. 


The shoulder pain associated with rupture of the 
tube described by Oehlecker and Dewes occurred in 
three of the author’s cases. The pain in the right 
hypochondrium and shoulder was so striking that in 
the differential diagnosis quite different conditions 
would have been considered if other characteristic 
symptoms had not plainly indicated the occurrence 
of tubal rupture. 

The author attributes this “phrenic symptom” 
to irritation of the sensitive fibers of the phrenic 
nerve by the blood escaping into the abdominal 
— In his three cases the right tube was rup- 
tured. 

Another sign observed by Herzfeld he calls the 
“bladder sign”; the woman has a desire to empty 
the bladder and then suddenly collapses. This he 
explains by the assumption that the gravid tube 
about to rupture irritates the peritoneum and 
bladder and its rupture is hastened by the increase 
in the intra-abdominal pressure occurring during 
urination. 
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In one of the author’s cases an attack of violent 
pain with collapse was followed two hours later by 
amaurosis and anuria. Ophthalmoscopic examina- 
tion was negative. Renal function was restored six 
hours after operation, but the urine contained traces 
of albumin. The amaurosis disappeared after four 
days. On the sixth day there was profuse diarrhoea 
with impairment of sensation, a temperature of 
37.4 degrees C., and a pulse of 110. Death occurred 
on the ninth day from cardiac weakness. 

HeEyn (Z). 


Mundell, J. J.: A Case of Pregnancy in a Double 
Uterus (Uterus Didelphys). Am. J. Obst. & 
Gynec., 1923, Vi, 601. 

The case reported was that of a primigravida 26 
years of age. The vulva appeared to be normal but 
when they were separated a vertical septum was 
demonstrated which divided the vagina into two 
equal cavities, extended up to the vault of the vagina, 
and was attached throughout its course to both 
the anterior and the posterior vaginal wall. There 
was a perfectly normal cervix in each vagina, but 
the right cervix and uterus were lower in the pelvis. 

The patient went into labor at 5 a. m., August 
8, 1921. Cesarean section was done August 10, 
fifty-six hours after the onset of labor. A male child 
weighing 6 lbs., 9 oz. was delivered. The patient had 
an uneventful puerperium and was discharged from 
the hospital on the seventeenth day. 

The operation revealed a normal tube and ovary 
coming off the right side of the right uterus and a 
normal tube and ovary coming off the left side of the 
left uterus, in their normal situation. The right non- 
pregnant uterus was the size of a doubled fist and 
low down in the pelvis. The uteri were connected 
only by the vaginal vault. A broad thick band of 
peritoneum came off the sigmoid about 6 in. above 
the vaginal wall, passed forward through the gap 
between the uteri, and fused with the peritoneum 
covering the bladder. 

After the birth of the baby menstruation occurred 
for the first and only time on February 17, 1922, 
when the patient again conceived. Confinement 
was estimated to be due November 24, 1922. The 
membranes ruptured at 10:30 p. m., December 7, 
1922, and pains began two hours later, but because 
they were slight the patient did not notify Mundell 
until 9:30 o’clock the next morning, December 8. 
She entered the hospital at 11 a. m. Upon examina- 
tion one knee was found presenting through the cer- 
vix well down into the vagina. The second cesarean 
section was done at 1 p.m. At this time the knee 
could be seen plainly by separating the labia. Before 
the abdomen was opened the knee and vagina were 
bathed with alcohol. The pregnancy was found to be 
in the same uterus as before. The uterine scar was 
smooth and barely visible, though the omentum 
was adherent to a portion of it. A female infant 
weighing 7 lbs., 7 oz. was delivered. The second 
puerperium also was normal. 

Epwarp L, Cornett, M.D. 


Poeck, E.: The Effect of Hydramnion upon the Life 
Expectancy of the Child (Die Bedeutung des 
Hydramnion fuer die Lebenserwartung des Kindes). 
Monatsschr. f. Geburtsh. u. Gynaek., 1923, \xiii, 203. 


Krabula found that in the cases of hydramnion at 
the Women’s Hospital at Bonn the total mortality 
among the newborn was 96.2 per cent. This js in 
contrast to the previously accepted mortality of 25 
per cent. Because of the frequent presence of devel- 
opmental defects, he considers it unwarranted to 
attempt to reduce the amount of amniotic fluid, 

The author examined the material of the Koenigs- 
burg Women’s Hospital. In acute hydramnion the 
prognosis for the child is very poor. The mortality 
is greater in cases of twins. In the author's cases, 
40.1 per cent of the children survived. Poeck there- 
fore considers it desirable to reduce the amount of 
the amniotic fluid by proper treatment, but he 
avoids Henkel’s puncture of the abdominal wall, 
since by this procedure the child may be directly 
killed, the circulation in the placenta disturbed, the 
uterus ruptured, or the vessels pierced. 

As causes, diabetes, diseases of the kidney, and 
syphilis are to be kept in mind. In threatened 
premature birth, opiates and chloral hydrate are 
recommended. Delivery must be accomplished 
with great care. The bag of waters should be rup- 
tured with the finger during pains, and the fist 
introduced to prevent the too rapid flow of the 
amniotic fluid. Particular care must be taken if the 
smaller parts present (umbilical cord, etc.). 

THEODOR (G). 


Vanverts, J.: Colon Bacillus Infection of the 
Urinary Tract and Vagina During Pregnancy 
(Infection colibacillaire des voies urinaires et du 
vagin pendant la grossesse). Bull. Soc. d’obst. et d: 
gynéc. de Par., 1923, xii, 236. 

The author reports the case of a woman, 22 years 
old, constipated since childhood, who had her last 
period February 5. During the second month she 
lost weight and had morning vomiting. In April she 
had slight pains during and after micturition. The 
pains were in the urethra and lower abdomen. She 
complained also of frequency. Soon after micturition 
she had a slightly painful sensation of retention in 
the vesico-urethro-vulvar region. 

On May 13, examination showed the uterus three 
fingers above the pubis. There was slight tender- 
ness in the vesical region, the lower pole of the right 
kidney was somewhat tender, and the temperature 
was 38.1 degrees C. 

Treatment consisted of an enema, hot applications 
to the vesical lumbar region, and urinary anti- 
septics. 

Later, the urinary symptoms improved, but the 
constipation persisted. Subsequently a history of 
leucorrheea was obtained. Examination showed a 
purulent discharge with painful ulceration at the 
site of the fourchette. The urine showed a pure 
culture of colon bacilli, and the vaginal discharge, 
colon bacilli and Gram-positive cocci. 
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With the treatment mentioned the patient made 
an uneventful recovery until delivery. Delivery 
was normal. A slight attack of pyelonephritis fol- 
lowed delivery. SALVATORE DI Parma, M.D. 


Adair, F. L.: Some Observations on Placental 
Infarcts. Am. J. Obst. & Gynec., 1923, vi, 552. 


The various types of white infarcts may be re- 
garded as the end-result of the same or different 
processes. In a broader way one might state that 
all localized degenerative changes in the placenta 
may represent different stages of the same process 
or of separate and distinct processes. 

One of the most striking changes seen in the 
placenta are the so-called “red infarcts” or localized 
hemorrhagic areas. If there are no subsequent 
changes in these areas one must conclude either that 
they represent a stationary process or that the 
placenta is expelled before any subsequent changes 
take place. If neither one of these suppositions is 
true, we must find something in the placenta which 
represents a later stage of the process. The accuracy 
of the conclusions mentioned is highly improbable. 
Two probable conclusions are: 

1. That fibrinous or fibrous tissue in fairly homo- 
geneous masses is the terminal stage of a degenera- 
tive process. 

2. That fresh hemorrhages or localized accumula- 
tions of blood are the beginning of some pathologic 
process. 

Unfortunately, these factors do not seem to 
account for all the beginnings or endings seen in 
these localized degenerative areas. 

The author summarizes his conclusions as follows: 

1. All white infarcts do not fit into the same 
category. Therefore they are probably due to dif- 
ferent processes. 

2. The majority of the localized degenerative 
processes which are grouped under the term “pla- 
cental infarcts” might lead to the formation of white 
infarcts if a sufficient length of time elapsed between 
the time of their occurrence and the delivery of the 
placenta. 

3. A number of causes operate to produce such 
localized areas gf degeneration in the placenta. 
Among these may be mentioned vascular changes 
such as endarteritis, periarteritis, and thrombosis, 
and localized hemorrhages resulting from static, 
traumatic, or toxic conditions. 

4. Disturbances of the afferent blood supply may 
be responsible for atrophic conditions resulting in 
degeneration of the areas supplied by these vessels. 
_5. In the causation of some of these degenera- 
tions infection and inflammatory processes may play 
aréle. Epwarp L. Cornett, M.D. 


Dubrowitsch, E.: Statistics on the Treatment of 
Febrile Abortion (Statistisches zur Frage der 
Behandlung des fieberhaften Abortes). Zentralbl. f. 
Gynaek., 1923, xlvii, 1327. 

_Active treatment is attended by a higher mor- 
bidity and mortality than expectant treatment. The 
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manner in which the uterus is emptied (by hand or 
with instruments) does not affect the mortality ap- 
preciably. The mortality is highest in the cases in 
which the operation is done previous to the patient’s 
admission to the hospital and in cases of criminal 
abortion. The higher the fever at the time treatment 
is sought, the more unfavorable the course. 
Kocu (G). 


De Snoo: Cesarean Section for Carcinoma of 
Both Ovaries and of the Uterine Cervix with 
Large Metastases in the Mesosigmoid (Sectio 
caesarea wegen Carcinom beider Eierstoecke, der 
Cervix uteri mit grossen Metastasen im Mesosigma). 
Nederl. Tijdschr. v. Verlosk. en Gynacc., 1923, Xxix, 
98. 


A para-iii, 23 years old, was admitted to the clinic 
with the diagnosis of placenta previa. A caesarean 
section and supravaginal extirpation of the uterus 
were done after the amniotic fluid had escaped. A 
radical procedure was not to be thought of. After 
four weeks, the woman was discharged in a satis- 
factory condition, but died four months later. 

The carcinomata found in the ovaries and in the 
cervix were histologically the same. The growth in 
the cervix was probably primary. Metastases were 
found also in the omentum. Lamers (G). 


LABOR AND ITS COMPLICATIONS 


Keller, R.: Non-Rotation of the Head During 
Spontaneous Delivery (La non-rotation de la téte 
au cours de l’accouchement spontané). Bull. Soc. 
d’obst. et de gynéc. de Par., 1923, xii, 335. 


The question of the internal rotation of the head 
during delivery has long been a subject of discussion 
by obstetricians. 

The author explains the normal mechanism of the 
rotation of the head and then discusses the two 
variations from the normal. Inverse rotation occurs: 
(1) when the head is too small; and (2) when the 
head is on the pelvic floor, the result being deflexion 
instead of flexion. 

Four cases are reported in which normal rotation 
of the head had not occurred. 

SALVATORE DI Patma, M.D. 


Metzger and Legueu: Dystocia Due to Rigidity of 
the Cervix After Radium Therapy for Cancer 
(Dystocie par rigidité du col aprés curiethérapie 
pour cancer). Bull. Soc. d’obst. et de gynéc. de Par., 
1923, xii, 188. 

Vignes, H., and Cornil, L.: Dystocia Due to Cica- 
tricial Stenosis of the Cervix Following the 
Intracervical Application of Radium (Dystocie 
par sténose cicatricielle du col consécutive 4 une 
application intracervicale de radium). Bull. Soc. 
d’obst. et de gynéc. de Par., 1923, xii, 190. 


METzGER and LEGUEU report the case of a woman, 
31 vears old, who had had a previous normal delivery 
and was in the third month of another pregnancy. 
Examination and biopsy revealed cancer of the 
cervix. Three months after the application of ra- 
dium the cervix was practically normal. 
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On August 15, 1921, the patient returned to be 
delivered. After labor had continued for some time, 
instrumentation was deemed necessary on account 
of a fibrous ring on the cervix and considerable 
cedema. The cervix was incised on the anterior lip 
as the tissues were very hard, resistant, and whitish. 
Forceps were applied and a child weighing 3.95 
kilos was extracted. 

The patient left the hospital on August 26. The 
incision was then apparently healed. On June 28, 
1922, she came back on account of vaginal hemor- 
rhage. Examination showed recurrence of the malig- 
nancy. Laparotomy revealed an inoperable con- 
dition. 

VIGNES and Cornit report the case of a woman, 
28 years old, with a history of miscarriage occurring 
July, 1920. The family physician sent the patient 
to a radium specialist for treatment for fibroid 
uterus. The diagnosis was based on metrorrhagia 
lasting twenty days. 

On March 10, 1923, the patient was admitted to 
the hospital because of signs of abortion which 
had apparently lasted for three days. Examination 
showed stenosis of the cervix. The cervix was in- 
cised in three places. A craniotomy was performed 
with extraction of a living child weighing 620 gm. 
without brain matter. Fibrous tissue was found in 
the thickened cervix. 

The authors believe that no case of fibroid uterus 
should be treated with radium without previous 
examination by a competent surgeon or obstetri- 
cian; and that the danger of sclerosis resulting from 
radium treatment should be borne in mind when 
young women are treated for metrorrhagia. 
SALVATORE DI Parma, M.D. 


Mennet, J.: The Method, Effect, and Dangers of 
the Administration of Pituitrin in Obstetrics 
(Anwendung, Wirkung, und Gefahren der Hypo- 
physenmedikation in der Geburtshilfe). Schweiz. 
med. Wehnschr., 1923, liii, 549. 


In this article the author’s purpose is not te con- 
tribute anything new, but to review for the general 
practitioner certain facts which have long been 
known to the specialist and to discuss the results 
of bis intravenous administration of pituitrin. 

In cases in which the labor pains are weak, mor- 
phine is employed before the pituitrin in order to give 
the uterus a rest. In the cases of nervous women, 
it is given with the pituitrin in order to obtain its 
quieting effect in combination with the ecbolic 
effect of the pituitrin. 

The author designates the intravenous injection of 
pituitrin in the second stage of labor as the “‘ phar- 
macological forceps” and cites a series of cases to 
show its good results. It should be resorted to, 
however, only on the most definite indications. Its 
use by the general practitioner is advocated only 
under the following circumstances: (1) in the cases 
of multipare when the greatest circumference of 
the head has passed the center of the pelvis; (2) 
in the cases of primipare when the greatest circum- 
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ference of the head has passed the narrowest portion 
of the pelvis; (3) in the third stage of labor; and (4) 
in cases of atonic uterus, in order to cause contrac- 
tion of the uterus before the more slowly acting ergot 
has had time to take effect. Binz (Z). 


McCord, J. R.: Meddlesome Obstetrics. V Yor} 
M.J., & Med. Rec., 1923, cxviii, 552. 


The author urges greater conservatism in obstet- 
rics, and on the basis of a large experience gives the 
following rules and conclusions: 

1. Learn thoroughly the mechanism of labor. 

2. Never interfere with any labor that is pro- 
gressing normally. A slow labor is not an abnormal 
abor. 

3. A full bladder is the most common cause of 
dystocia. 

4. Pituitrin is a dangerous drug. 

5. Do not rupture the membranes artificially, 

6. Practice conducting labors by abdominal ex- 
aminations. 

7. Conserve the anatomical parts. 

8. A greater number of women in labor need 
sedatives than oxytocics. 

g. Manual dilatation and effacement of the cer- 
vix is not possible. 

10. Treat occiput posterior positions expectantly 
as long as you think it possible to do so, and then 
just a little longer. 

11. A version performed for hemorrhage through 
an undilated and uneffaced cervix must not be 
completed. 

12. Manage the third stage of labor patiently. 

13. Nipple trouble always precedes a breast 
abscess. 

14. Douches are contra-indicated. 

15. Apply forceps only after deliberation; never 
too soon. 

16. Violent methods are never necessary in the 
resuscitation of the newborn. 

C. Fiske Jones, M.D. 


Holmes, R. W.: The Relationship of Uteropla- 
cental Apoplexy to Ablatio Placentz. Am. J. 
Obst. & Gynec., 1923, Vi, 517. d 

In this article the author summarizes the informa- 
tion derived from attendance on twenty-one cases of 
premature detachment of the normally situated 
placenta and one case of uteroplacental apoplexy, 
and gives the impressions he obtained from a study 
of the 306 cases tabulated by Goodell in 1869 and 

Holmes in 1901, the sixty-nine instances of toxemic 

apoplexy compiled by Wilson, the reports of Harrar 

on 254 cases of ablatio treated in the New York 

Lying-In Hospital, and Cragin’s 212 cases treated 

at the Sloane Maternity Hospital. Numerous other 

case reports were read, making the number reviewed 
about goo. 

The present state of our knowledge permits 4 
classification of three types of accidental hemor- 
rhage: (1) that due to trauma; (2) that due to local 
degenerative or inflammatory changes in the uterus, 
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placenta, and decidua; and (3) that due to systemic 
or toxemic conditions. The first type is often asso- 
ciated with one of the others. The relationships of 
the second and third have not been determined. 

The symptomatic differentiation of the three 
types has not been determined. The symptoms are 
identical, but two extraneous findings may contrib- 
ute to a strong presumptive diagnosis of the toxamic 
form, viz., systemic signs of toxemia (albuminuria, 
increased blood pressure, blood chemistry), and 
remarkable hardness of the uterus. 

Tenseness of the uterine wall is not an invariable 
concomitant of ordinary ablatio placentz for it was 
noted in only 20 per cent of 306 cases reviewed. In 
cases of ordinary ablatio placenta the consistency 
of the uterus varies from rigidity to extreme flac- 
cidity. Extreme rigidity of the uterine wall may be 
a pathognomonic sign of toxeemic apoplexy. Posi- 
tive recognition of toxemic apoplexy is possible only 
on inspection of the uterus. 

Irrespective of the etiology of the accidental 
hemorrhage the blood may be absolutely or rela- 
tively concealed. Absolute concealment means that 
mechanical hindrances prevent the escape of blood. 
When canalization takes place between the uterus 
and the placenta and membranes, the blood appears 
externally; this is the relatively concealed type of 
hemorrhage. The one and only difference between 
the two forms mentioned is the evidence of external 
hemorrhage. 

Too often accidental hemorrhage is diagnosed 
only when external bleeding appears, either promptly 
after the onset of the condition or after many hours 
of absolute concealment. Delay in recognition 
is responsible for the higher death rate in cases of 
absolute concealment. 

As emesis, faintness, loss of consciousness, and 
abdominal discomfort are the common early symp- 
toms of ablatio, their occurrence in a woman in 
advanced pregnancy should arouse the suspicion of 
premature detachment. 

The syndrome of eclampsia is markedly different 
from that of toxeamic apoplexy. So far as we now 
know, the pathologic findings in the liver alone 
show many characteristic differences. The coinci- 
dent attack of eclampsia and toxemic apoplexy 
strongly suggests that two intense poisons are 
liberated which produce diverse symptoms. 

Prompt recognition of ablatio determines a fa- 
vorable outcome more than any particular method 
of delivery. Usually cases may be treated best by 
vaginal delivery. The best results are obtained by 
digital dilatation, version, rapid extraction with 
firm fundal pressure, manual removal of the placenta 
and postpartum utero-vaginal tamponade. Czsar- 
ean section should be reserved for severe cases in 
which the cervix is tight, and for fulminating types 
of the condition. The routine removal of the uterus 
in cases of the toxemic type is to be deprecated. 
Hysterectomy should be reserved for cases in which 
the uterus does not retract and for those with 
possible infection. 
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The mortality based on cases collected from the 
literature is too high. Early recognition of the con- 
dition with prompt delivery should reduce it to 
from 5 to 10 per cent. Epwarp L. Cornett, M.D. 


Bernadas, H. E.: Abruptio Placentz. JN. Orleans 
M.& S.J., 1923, \xxvi, 233. 

The author urges that more cases of abruptio 
placente be reported in order that the incidence of 
the condition may be determined. The case reported 
in this article was that of a 24-year-old primipara 
who last menstruated September 22, 1920. On April 
20 at 9 a.m. she caught her arm between a door and 
the door frame and became hysterical. She succeed- 
ed in freeing her arm only after considerable effort 
and struggle. Except for nervousness, she experi- 
enced no ill effects until Thursday at 10:20 a.m., 
when she complained of severe pain in the back. This 
was followed by abdominal pain. 

Examination revealed about one finger dilatation 
of the uterine cervix. At 3:30 p.m. asevere hemor- 
rhage occurred. The bleeding gradually diminished 
and at 7 p.m. it ceased, but the patient continued to 
complain of pain in upper abdomen and on the 
afternoon of April 22 she had a temperature of 103 
degrees F. The following day her temperature was 
100, and her pulse 130 and of small volume. The uter- 
us was round, hard, and woody. There was a cervical 
dilatation of two fingers and head presentation was 
easily discernible. Auscultation revealed no fetal 
heart tones or movements. A diagnosis of abruptio 
placente was made. 

Attempts at gentle digital dilatation made under 
ether anesthesia were unsuccessful. An ampoule of 
pituitrin was therefore given hypodermically, a self 
retainer was inserted into the vagina, and the cervix 
brought down with a volsella. Two traction sutures 
were inserted in the anterior cervical lip and the 
cervix was pulled down so that a transverse incision 
could be made through the*mucous membrane over 
the anterior surface of the vagina. The bladder was 
pushed back and a longitudinal incision then made 
extending up through the wall of the cervix. This 
allowed ample room for the immediate application 
of forceps to the fetal head. The fetus had been dead 
about three days. When the placenta and membranes 
had been delivered, a large quantity of black gum- 
mous blood and blood clots escaped. The wounds 
were closed in the usual manner, a drain being placed 
in the cervical canal and a small pack in the vagina. 
Another hypodermic of pituitrin was then given and 
the patient put to bed with a Murphy drip of normal 
salt solution and black coffee. Uneventful recovery 
followed. Harry W. Fink, M.D. 


Keller, R.: Rupture of the Articulations of the 
Pelvis and Its Relation to the Mechanism of 
Delivery (La rupture des articulations du bassin et 
son rapport avec le mécanisme de l’accouchement). 
Bull. Soc. d’obst. et gynéc. de Par., 1923, xii, 337- 


The osseous girdle of the pelvic basin during de- 
livery may rupture at the level of a single articula- 
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tion, leaving all the others intact, but generally if dis- 
location of one of the three articulations occurs, the 
others give way more or less. The rupture may be 
complete or incomplete. It may be at the level of 
the fibrocartilage or at the point of its insertion to 
the os pubis. 

Only six cases of spontaneous rupture of the ar- 
ticulations of the pelvis have been observed in six 
years in Keller’s clinic. 

The predisposing causes given are rickets, osteo- 
malacia, relaxation of the ligaments during preg- 
nancy, advanced age, and a large number of pre- 
vious pregnancies. Spontaneous rupture of these 
articulations may occur with the force acting at 
the level of the superior strait at the time of in- 
ternal rotation of the head, or at the level of 
the inferior strait at the time of the birth of the 
head. 

In the six cases observed, the rupture occurred 
three times at the symphysis pubis, twice at the 
sacro-iliac articulation, and once at both the sym- 
physis pubis and at the sacro-iliac articulations. 
SALVATORE DI Patma, M.D. 


Pettersson, A. S.: Complete Circular Avulsion of the 
Portio Vaginalis During Labor (Vollstaendige 
zirkulaere Abreissung der Portio vaginalis in der 
Geburt). Monatsschr. f. Geburtsh. u. Gynack., 1924, 
Ixiii, 315. 

Circular avulsion of the portio vaginalis during 
labor is very rare. Only twelve cases have been re- 
ported in the literature. 

The most common cause of this complication is a 
large fetus with a hard head. The injury has oc- 
curred only in cases of head presentation. Whether 
the time of rupture of the bag of waters is of any im- 
portance or not has not been determined. 

In the cases reported by the author in this article 
the labor pains were extremely severe throughout 
the labor and the labor trauma was of long dura- 
tion. Labor terminated spontaneously in only four 
cases. Hemorrhage did not occur. The conditions 
to which the injury has been ascribed are disturb- 
ances of the circulation dependent upon mechanical 
causes, serosanguinous infiltration, and rigidity (sec- 
ondary). In all except three cases the outcome was 
favorable. Nothing is known concerning subsequent 
labors. 

The prognosis for the child is poor. In only two 
cases was the child born alive. One of the cases was 
that of a 38-year-old primipara. The bag of waters 
ruptured after four days of labor pains and four 
hours later a forceps delivery was necessary because 
of asphyxia. The child weighed 9,000 gm. It was 
deeply asphyxiated, but was resuscitated. The torn- 
off portio vaginalis followed spontaneously. A cir- 
cular portion of the tissue covered the child’s 
head like a cap. Pathological examination revealed 
marked infiltration of polynuclear leucocytes, which 
is to be regarded as inflammation due to irritation. 
The patient was discharged as cured on the thir- 
teenth day. Lerxt (G). 
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Schwab, E.: The Treatment of Perforation of the 
Uterus (Zur Frage der Behandlung der Uterus. 
perforation). Zentralbl. f. Gynaek., 1923, xlvii- 
1451. 

Nine cases of perforation of the gravid uterus 
during abortion are reported. 

At one point near the site of the perforation 
microscopic examination revealed a markedly wide 
progression of the tufts of the placenta into the 
myometrium and almost to the peritoneal covering 
of the uterus. 

Conservative therapy is indicated if the injury 
to the uterus is aseptic and uncomplicated, if the 
uterus is known to be free from infected abortive 
material, and if the preforating wound is so small 
that there is no danger of severe hemorrhage into 
the abdominal cavity. In every case of severe 
hemorrhage and threatened infection, as well as in 
cases in which there is the slightest suspicion of 
injury to neighboring organs, exploratory laparot- 
omy is indicated. Further therapeutic measures 
such as extirpation, supravaginal amputation, or 
suturing depend upon the exigencies of the case. 

It is very important to have a physician assigned 
to the case who will keep a thorough and compre- 
hensive record. HirscusBerc (G). 


De Saint-Blaise, Metzger, and Le Lorier: Discus- 
sion of Methods of Procedure in Retention of 
Membranes (Conduite 4 tenir dans la rétention 
des membranes). Bull. Soc. d’obst. et de gynéc. de 
Par., 1923, Xii, 272. 

SAINT-BLAISsE is of the opinion that in cases of 
retention of membranes immediate interference is 
warranted providing the cases are at term or near 
term. He believes that everything possible should 
be done to avoid this condition, but if there is re- 
tention, he feels that immediate interference with 
either a gloved hand, or a dull currette is indicated. 
Of 347 patients treated during 1921 and 1922 for re- 
tention of membranes, 1oo had fever but only 
one died of a severe infection. No phlegmasia was 
observed. 

All of the women were beyond the sixth month of 
gestation. 

METZGER, on the contrary, believes in non-inter- 
ference as he thinks that interference opens avenues 
for infection. He severely condemns interference in 
also private practice because aseptic conditions can 
not be maintained even in the homes of patients in 
moderate circumstances. He states that in properly 
selecfed cases in hospitals, good results may be 
obtained by intervention; but in his service the 
results have been more than satisfactory without it. 
One reason for not interfering immediately is the 
difficulty in separating the membranes; their separa- 
tion after cesarean section is an example. Statistics 
are given to prove that temperatures are higher with 
intervention than without it. ; 

Le Lorter is in accord with Metzger, considering 
routine intervention for postpartum retained mem- 
branes as very dangerous. While he admits that in 
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4 well-conducted hospital with expert care it may 
give satisfactory results, it is not a method to be 
generally adopted. 


SALVATORE pI Parma, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Rouvier, J. M.: Severe Puerperal Eclampsia with 
40 Grams of Albumin Treated by Large Doses 
of Morphine; Early Diuresis; Cure (Eclampsie 
puerpérale grave avec 40 grammes d’albumine; 
traitement par la morphine 4 doses massives et ses 
adjuvants; retour précoce de la diurése; guérison). 
Bull. Soc. d’obst. et de gynéc. de Par., 1923, xii, 217. 


The author reports the case of a para-ii, 25 years 
old, who was admitted to the hospital with eclamptic 
convulsions and in coma. Examination showed 
anasarca, cyanosis, and stertorous respiration. The 
temperature was 37 degrees C., the pulse 100, and 
the respiration 36 per minute. On catheterization, 
120 c.cm. of urine were obtained and examination 
showed 4o gm. of albumin to the liter. 

Treatment consisted of stomach lavage, intestinal 
lavage, and the administration of morphine, 3 cgm. 
being given immediately and 1 cgm. every half to one 
hour thereafter for four doses. In this interval there 
were three eclamptic seizures, each lasting about 
three minutes. 

About an hour and a half after the last injection 
another eclamptic seizure lasting about ten minutes 
occurred. One centigram of morphine was injected 
two minutes after this seizure. 

Signs of pulmonary cedema became apparent. A 
venesection was performed and 450 c.cm. of blood 
were removed. One centigram of morphine was given 
five minutes after venesection and four more injec- 
tions of 14 cgm. were given during the next few hours, 
making a total of 12 cgm. in twelve hours. The 
patient gradually improved and labor began nor- 
mally. To avoid shock a forceps extraction was per- 
formed. The next day the urine measured 1,200 
ccm. and contained only 6 gm. of albumin. 

The patient improved until December 13, when 
she developed pneumonia; this resolved. She left 
the hospital on January 1. 

The author advocates large doses of morphine, 
besides the usual measures, in the treatment of this 
condition. SALVATORE DI Patma, M.D. 


Gragert, O.: The Puerperal Morbidity in Cases 
of Trichomonas Colpitis Untreated and Treat- 
ed Before Delivery (Wochenbettsmorbiditaet bei 
ante partum nichtbehandelten und ante partum be- 
handelten Faellen von Trichomonadenkolpitis). Mo- 
nalsschr. f. Geburtsh. u. Gynack., 1923, lxiv, 37. 


Following Liss in his development of Hoehne’s 
proposal, the author has given the antepartum vagi- 
nal treatment with douches of bichloride of mercury 
and ro per cent boroglycerin in every case in which 
the vaginal secretion was found to contain tricho- 
monas, 

Of 312 women delivered, 249 were free from tricho- 
monas; a pronounced trichomonas colpitis was 
present in fifty-five. Of the latter, thirty-nine were 


349 


free from trichomonas up to the time of delivery. 
The total puerperal morbidity in cases without 
trichomonas amounted to 11.3 per cent. In cases 
of trichomonas colpitis not treated antepartum it 
was 29.1 per cent; in the treated cases, only 16.4 
per cent; and in the cases that became negative 
after treatment, only 7.7 per cent. 

As a result of internal examinations in the pres- 
ence of a discharge containing trichomonas the 
morbidity increases and is highest after operative 
deliveries. 

In most of the cases a cure of the colpitis is pos- 
sible with the Hoehne treatment, provided it is 
continued sufficiently long. Strakoscu (G). 


Liss, W.: The Influence of Trichomonas Colpitis 
upon Puerperal Morbidity (Der Einfluss der 
Trichomonadenkolpitis auf die Wochenbettsmor- 
biditaet). Monatsschr. f. Geburtsh. u. Gynaek., 1923, 
Ixiv, 31. 


The author regards trichomonas colpitis (Hoehne) 
as a disease entity. The effect of the trichomonas 
colpitis upon the puerperal morbidity was investi- 
gated in 405 cases. In 326 of the cases conditions 
in the genitals were normal; in seventy-nine cases 
(19.5 per cent) there was more or less pronounced 
trichomonas colpitis; this was not treated. In the 
normal cases there was a puerperal morbidity of 
15.3 per cent, with no deaths; while in the seventy- 
nine carriers of trichomonas there was a total 
morbidity of 29.1 per cent. 

The disturbances during the puerperium were 
considerably greater after internal examinations and 
operative deliveries. Srrakoscu (G). 


Voron, J., Durand, P., Sédaltlian, P.: Remarks on 
the Etiology of Puerperal Infections (Note sur 
Vétiologie de Vinfection puerpérale). Bull. Soc. 
d’obst. et de gynéc. de Par., 1923, vii, 307. 

In a bacteriological study which is as yet incom- 
plete, the authors have found that all puerperal in- 
fections are not due to the same strain of strepto- 
coccus. 

Of eighteen cases of streptococcus infection coming . 
from the same service, eleven were classified as be- 
longing to the same strain and three to a different 
strain. In the eleven cases due to the same strain, 
infections occurred in patients in whom no cause 
of contamination could be found. 

During the year the same strain of streptococcus 
infected patients of the same service, several months 
intervening between outbreaks. One of these infec- 
tions occurred in March, 1922; two in April, 1922; 
one in August, 1922; one in September, 1922; one 
in October, 1922; and one in March, 1923. 

After discussing the possible sources of infection 
and eliminating most of them, the authors conclude 
that probably carriers harbor these germs in the 
throat. However, they are not prepared to prove 
this statement, and will report more fully the result 
of their research in later articles. 

SALVATORE Pama, M.D. 
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Ellerbroek, N.: The Use of Continuous Drip Irri- 
gation in Puerperal Fever (Zur Anwendung der 
permanenten ‘Troepfchenirrigation beim Puerpe- 
ralfieber). Deutsche med. Wchnschr., 1923, xlix, 721. 


Ellerbroek is opposed to Wagner’s method of 
treating puerperal sepsis which consists in drip 
irrigation of the uterus. He is opposed to any ma- 
nipulation of the uterus, and is convinced that the 
infection in puerperal fever is not confined to the 
mucosa, but that it attacks also the deeper layers 
of the uterus. Under certain conditions this method 
may be very harmful in the hands of the general 
practitioner. NorpMANN (Z). 


Safford, H. B.: The Surgical Treatment of Puer- 
peral Infection. N. York M.J.& Med. Rec., 1923, 
cxviii, 536. 

The most important factors in the handling of 
puerperal infections are promptness of action and 
accurate localization of the initial focus of infection. 
Only too seldom is an investigation made into the 
probable source of a rise of temperature postpartum. 
Often the focus of infection is not in the generative 
organs. When the infection is in the generative tract 
it may involve one of the following four regions: 
(1) the perineum, (2) the cervix, (3) retained secun- 
dines, (4) the interior of the uterus. Some of these 
infections remain localized while others spread very 
quickly. 

In the case of the perineum, infection occurs in 
areas which have not been repaired and also at the 
site of a primary perineorrhaphy. The chances for 
infection following repair are augmented by the 
severe injury of the tissues and by too tightly drawn 
sutures. If infection has set in, all sutures should be 
removed and the torn surfaces kept from contact 
with each other by strongly antiseptic wet gauze 
packs which should be changed frequently. The 
patient should be placed in the extreme Fowler po- 
sition. 

Infections of the cervix are most serious, for if 
neglected they lead to a generalized infection and 
septicemia. Tears should be sought for more fre- 
quently. 

When the infection is due to retained secundines 
the question of curettage arises. Safford believes 
that if the uterus is explored or an attempt is made 
to remove foreign material, this should be done with 
the hand rather than with sharp instruments. 

Infection of the interior of the uterus usually 
takes place at the placental site. Carrel has demon- 
strated the value of irrigating the uterine cavity 
with powerful antiseptics through glass tubes to 
prevent the spreading of infection. The method is 
of value only in the early stages. 

When the infection spreads beyond the uterus the 
route may be through the endometrium, leading to 
salpingitis, ovaritis, pelvic abscess, and peritonitis. 
When it is spread by the lymphatics, pelvic cellulitis 
and septicemia result. Propagation by the blood 
stream is often followed by thrombophlebitis, pyz- 
mia, and septicemia. Harry W. Fink, M.D. 
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Loriot: A Statistical Study of the Length of the 
Umbilical Cord, Based on 1,000 Cases at the 
Obstetrical Clinic of Marseilles (Etude statistique 
sur la longueur du cordon portant sur 1,000 cas 3 
la clinique obstétricale de Marseille). Bull. Soc. 
d’obst. et de gynéc. de Par., 1923, xii, 256. 


The length of the umbilical cord of the fetus at 
term is far from constant. It varies considerably. 
Between the extreme variations reported in the 
medical literature, the authors have observed that 
the length most frequently found fluctuates around 
a certain figure, Tarnier, Chantreuil and Char- 
pentier giving 45 to 60 cm.; Cazeaux, 54 to 59 cm., 
and Noegele, 48 to 54 cm. The majority of modern 
obstetricians give the average length as 50 cm. 

In the recent research conducted at the Obstetrical 
Clinic of Marseilles, 1,000 cases at term were studied. 
In newborns, weighing at least 3 kgm., the author 
found that the minimum length was 23 cm. and the 
maximum 95 cm. The length of the umbilical cord 
is shown in the following table: 


Length Number 
cm. of cases 
20-30 3 
30-40 28 
40-50 190 
50-60 536 
60-70 157 
70-80 62 
80-90 17 
90-100 7 
The table shows that in more than half of the cases, 
the cord is from 50 to 60 cm.; the average length is 
56 cm.; and the cords are frequently uncommonly 
long rather than short. This accounts also for the 
relative frequency of twisting of the umbilical cord 
around the fetus and the rarity of complications due 
to shortness. SALVATORE DI Parma, M.D. 


O’Keefe, C. D.: The Postmature Child. Am. J. 
Obst. & Gynec., 1923, vi, 588. 


Of 152 infants weighing 4,000 gm. or more, forty- 
eight were those of primipare and 104 those of 


multipare. One hundred and forty-eight were 
white and four were colored. The mother’s pelvis 
was classed as normal in 144 cases, generally con- 
tracted in three, flat in one, funnel-shaped in one, 
and justomajor in three. On the basis of the men- 
strual history, thirty-one infants were premature, 
four exactly at term, and eighty-five postmature. 
In thirty-two cases the menstrual history was not 
recorded. 

Of the thirty-seven infants in occiput right pos- 
terior position, only twenty-seven rotated spon- 
taneously. In two cases the infant was pushed out 
of the pelvis and floating forceps were applied. In 
six cases double application of the forceps (Scanzoni) 
was necessary. In one case cesarean section was 
done, and in another the child was delivered in 
the occiput posterior position, a third-degree teat 
resulting. 
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Of the seventeen infants in the occiput left pos- 
terior position, fourteen rotated spontaneously and 
one was delivered by version. Two were delivered 
in the occiput left posterior position. One of these 
was severely bruised about the head and neck but 
recovered; the other was stillborn. 

Of the fifty-four infants in the occiput posterior 
position two were stillborn, and two died within 
thirty-six hours from birth injuries. Two received 
forceps injuries which resulted in abscess formation 
but recovered promptly. Another received severe 
injuries behind both ears and apparently recovered 
after prolonged treatment, but since that time has 
shown muscle weaknesses and intracranial symp- 
toms which indicate that it will be an invalid for 
life. The occiput posterior position was found to 
increase directly with the weight. 

The average length of labor as recorded in 144 
cases was thirteen hours, nineteen minutes. The 
primipare averaged nineteen hours, fifty-seven 
minutes, and the multipare nine hours, fifty-five 
minutes. 

Ten fatalities made the infant mortality 6.5 per 

‘cent. In the second thousand deliveries at the 
Barnes Hospital, St. Louis, of infants weighing over 
2,500 gm., the infant mortality was 2.16 per cent, 
and in the private cases in the same series was only 
0.73 per cent. 

From the study of this series of cases and a re- 
view of the literature the following conclusions may 
be drawn: 

1. The delivery of large postmature babies is 
difficult and associated with considerable danger 
of injury to the mother and a high infant mortality 
and morbidity. 

2. The large postmature infant is found in the 
occiput posterior position relatively often and is 
rotated less readily by the Scanzoni maneuver than 
the infant of normal size. 

3. The choice of the method of effecting delivery 
isa greater problem and its execution more strenuous 
in the cases of postmature infants than in those of 
infants of normal size. 

4. The cause of the prolongation of the period of 
gestation is not definitely known; an overdeveloped 
fetus may be a predisposing factor. 

Epwarp L. Cornett, M.D. 


MISCELLANEOUS 


Frankl, O.: The Relation Between the Placenta 
and the Secretion of Milk. Am. J. Obst. & Gynec., 
1923, Vi, 399. 

Abrams, S. F.: The Feeding of Placental Extract 
to Mothers; Its Effect on Breast-Fed Infants. 
Am. J. Obst. & Gynec., 1923, vi, 450. 


Frankl states that in spite of many investigations 
the question of the relation of the placenta to 
lactation has remained unsolved though it is known 
that, presumably in conjunction with ovarian func- 
tion, the placenta is responsible for the hyperemia 
and development of the mammary glands during 
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pregnancy and for the formation of colostrum. True 
milk appears, however, only after the expulsion of 
the fetus. It is still to be determined whether the 
placenta, while stimulating the breast gland, simul- 
taneously inhibits the secretion of milk. Obviously 
this question is closely connected with the question 
as to whether the placenta is an organ endowed with 
an endocrine function. 

That the fetus is not the deciding factor in the 
secretion of milk is proved by the occurrence of 
active lactation subsequent to the expulsion of a 
hydatiform mole or a dead fetus. 

The influence of the nervous system on lactation 
cannot be regarded as decisive because normal 
function of the breasts has been observed in cases 
of complete transverse lesion of the cord, and, in 
animals, normal secretion has occurred in mamme 
successfully transplanted to other regions. 

To determine the validity of Halban’s theory 
that the cause of the change of the secretion of 
colostrum into the secretion of milk is the loss of the 
placenta, Frankl transplanted the placente of mice 
within ten or twelve days of full term to the backs 
of other mice in approximately the same stage of 
pregnancy. The results were as follows: 

Mice from a strain known to be able to suckle their 
young satisfactorily bore litters of five or six. The 
newborn mice were normal in appearance and im- 
mediately began to suckle. Invariably, however, 
they died within five to seven days, evidently from 
starvation. 

Investigation demonstrated that the mamme of 
the mother animal were secreting colostrum instead 
of milk. When the transplantation was unsuccess- 
ful, lactation proceeded normally. 

Therefore it is evident that the successful trans- 
plantation of a placenta to a pregnant animal 
causes persistence of colostrum secretion. 

This ability of the placenta to prepare the breast 
during pregnancy for its secretory function and 
at the same time to inhibit its actual function has 
its perfect analogy in the function of the corpus 
luteum. 

ABRAMS reports the effects of feeding desiccated 
placenta in a series of seventy-six cases at the St. 
Louis Hospital. Markedly abnormal cases such as 
those of puerperal infection with a high tempera- 
ture and those of mothers with babies so premature 
and small that they were unable to nurse, were 
excluded. 

On account of the impossibility of forecasting the 
supply of milk, it was very difficult to interpret the 
results. It seemed best therefore to compare a 
fairly large group of women with another group 
which did not receive placental tissue but whose care 
and food were otherwise the same. The infants of the 
mothers who were given the placental tissue are 
classed as Group 1 and the others as Group 2. 

The average weight of the infants of Group 1 was 
3,278 gm., while that of the infants of Group 2 was 
3,339 gm. Accordingly, there was a difference of 61 
gm. 


he 
he 
ue 
a 

at 
ly. 

he 
at 
nd 
cal 
ed. 
10r 
the 
ord 
Ses, 
is 

nly 

the 
ord 
due 
of 
ere 

ne, 
en- 
ure, 
ure. 

not 
: 
on- 

out 

In 
oni) 
was 
| in 
tear 


352 


The average initial loss of weight in Group 1 was 
243 gm., and in Group 2, 314 gm. Therefore while 
the average weight in the two groups was about the 
same, the initial loss was greater in Group 2. 

In checking the amount of gain in Group 1 the 
author was surprised to find that although a greater 
number of babies regained their birth weight by the 
tenth day, the amount of the gain was less than in 
Group 2. The average gain in Group I was 57 gm., 
and that in Group 2, 142 gm. By the tenth day 
49.7 per cent of the infants in the first group had 
regained their weight, but only 30 per cent of those 
in the second group. 

The claim that the mothers milk ‘‘comes in’”’ soon- 
er if the placenta is fed before delivery was not 
substantiated. 

There is, however, some difference in the time at 
which the babies begin to gain weight. Taking 


the fourth and fifth days together, 86 per cent of 
the infants of Group 1 and only 68 per cent of those 
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of Group 2 gained weight. Sixty and three-tenths 
per cent of those in Group 1 began to gain weight on 
the fourth day of life but only 30 per cent of those 
of Group 2. 

These two series of observations closely resemble 
those of Cornell and Van Hoosen. Although they 
show that placental medication influences either 
the milk secretion or the immediate growth of the 
infant, it is evident that neither a true galactagogue 
nor the chief stimulus of milk secretion has been 
discovered in dried placental tissue. The results 
have not been sufficiently definite. Abrams be- 
lieves that if the placental secretion truly stimulated 
the secretion of milk, the feeding of large amounts 
would produce distinctly apparent effects in most 
cases. 

In conclusion Abrams states that the best stimu- 
lus to milk secretion so far discovered is a large 
hungry baby and a co-operating mother. 

Epwarp L. Cornett, M.D. 
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ADRENAL, KIDNEY, AND URETER 


Rehn, E., and Guenzburg, L.: Functional Kidney 
Diagnosis with Respect to Bodily Reaction 
(Funktionelle Nierendiagnostik mit koerpereigenen 
Reagenzien). Klin. Wehnschr., 923, ii, 19. 


The authors show that indigo-carmin is excreted 
more rapidly in an alkaline urine after the intra- 
venous injection of sodium bicarbonate. On this 
hypothesis they attempted to determine the value 
of the accommodation of the kidney to different 
reactions as an indication of renal function. 

The examination was made in the morning on a 
fasting stomach, 20 drops of dilute hydrochloric acid 
in from 300 to 400 c.cm. of water having been given 
two hours before. The ureters were catheterized and 
the hydrogen-ion concentration of the urine was 
determined on both sides after the method of 
Michaelis (with indicators); 50 c.cm. of a 4 per cent 
sodium bicarbonate solution were then injected in- 
travenously and the urine tested every two to five 
minutes. 

The results were as follows: The diseased kidney 
accommodated itself more slowly to the production of 
alkaline urine, the rapidity, in general, corresponding 
to the excretion of dyestuffs. There was a far reach- 
ing parallelism between the “changing capacity” of a 
kidney and the concentration of the urea in the 
urine produced by it. The conditions of the test 
must be fulfilled accurately. SIEBECK (G). 


Kretschmer, H. L.: Pyelitis of Pregnancy. J. Am. 
M. Ass., 1923, lxxxi, 1585. 

Falls, F. H.: Pyelitis of Pregnancy. J. Am. M. 
Ass., 1923, Ixxxi, 1590. 

KRETSCHMER reviews the reports of others and 
cites the results in twenty-five of his own cases. 
Intestinal stasis and dilatation of the ureter and 
renal pelvis with resulting urinary stasis he regards 
as important predisposing causes of pyelitis during 
pregnancy. He has found that lavage of the pelvis 
with 2 per cent silver nitrate solution gives good 
results. If this treatment fails after thorough trial, 
rapid termination of the pregnancy is probably 
indicated. Surgical procedures such as nephrotomy 
and nephrectomy are rarely, if ever, justified. 

FALts, after reviewing the literature, reports the 
tesults in forty cases and draws the following 
conclusions: 

The bladder of the normal pregnant woman con- 
tains a certain amount of residual urine plus, in 
most cases, colon bacilli or staphylococci, or both. 

Dilatation of the ureter and cedema of the mucosa 
of the bladder and ureter with antiperistaltic action 
of the ureter probably play an important part in 
the causation of pyelitis of pregnancy. 


Bacteriolysins and agglutinins are increased in 
the blood of most women who are reacting clini- 
cally to this infection, and these antibodies are 
transmitted to the fetus. 

This acquired immunity has an important bearing 
on the failure of these patients to develop puerperal 
sepsis. 

Cesarean section should not be practiced to avoid 
contamination of the uterus by infected urine, except, 
possibly, in cases in which failure of the usual anti- 
body formation can be demonstrated. 

The condition is associated with a considerable 
loss of weight. 

A low leucocytosis and a moderately severe 
secondary anemia are commonly seen in this in- 
fection. 

Dilatation of the ureter is the rule in such patients, 
but usually decreases after pregnancy. 

Recurrence of the symptoms may be totally 
absent in succeeding pregnancies. This may be 
due to immunity developed during the primary 
pregnancy. 

The prognosis for the fetus is not very favorable. 

Oscar E. Napeau, M.D. 


Hirst, J. C.: The Treatment of Pyelitis by Ureteral 
Catheterization and Instillation of the Kidney 
Pelvis. N. York M. J. & Med. Rec., 1923, cxviii, 
533- 

Until recently, pyelitis was rarely diagnosed 
correctly. The bacteria causing the condition are 
usually the colon bacilli. The symptoms are fever 
and pain in the lumbar region, a polymorphonuclear 
leucocytosis, and pyuria. Some cases are chronic 
from the beginning. The pain, a dull ache with 
exacerbations, is constant in acute cases and is 
intensified by bimanual pressure. The second point 
of pain is where the ureter crosses the pelvic brim; 
this simulates appendiceal pain. Women should 
never be operated upon for such pain until they 
have been given a cystoscopic examination. Tender- 
ness is usually noted on vaginal palpation at the 
point where the ureter enters the bladder. The 
cystoscope will show a triangular area of erosion 
with the point at the ureteral mouth, and the ureter 
will spout cloudy urine. 

Palliative treatment is a waste of time. The 
ureter should be catheterized and from 8 to 15 c.cm. 
of ro per cent silvol or neosilvol instilled. The 
injection should be given gently and stopped if the 
patient complains of pain in the back. In acute 
cases the rule is immediate marked improvement in 
the temperature, leucocytosis, and comfort. In some 
cases one treatment is sufficient while in others three 
or four at forty-eight-hour intervals are necessary. 
Even when one treatment suffices to clear up the 
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symptoms it is wise to repeat the treatment once 
or twice. In pregnancy, pyelitis is nearly always 
acute. As these cases react well to the instillation 
treatment, the induction of labor is not necessary. 
In children one instillation of from 2 to 5 c.cm is 
sufficient. 

The author employs the Brown-Buerger cysto- 
scope. After use, it is washed in water, sterilized in 
alcohol and ether, and kept in a jar with powdered 
formaldehyde. BENJAMIN F. Ro tier, M.D. 


Smitten, A. G.: Transplantation of the Ureter 
into the Rectum (Ueber Ureterentransplantation 
in das Rectum). Verhandl. d. Russ. Chir. Kong., 
Petrograd, 1923. 

Urinary fistulae are observed much more fre- 
quently in Russia than in western European coun- 
tries. Therefore implantation of the ureter into the 
rectum is done more frequently by Russian surgeons 
than by those of western Europe. Besides the 
typical Maydl operation, which often is impossible, 
simple implantation of the ureter is done. 

The author reports three cases of his own. In 
the first, a case of cancer of the uterus, parametrium, 
and urinary bladder, death occurred from cachexia 
at the end of two weeks. In the second, a case of 
cancer of the urinary bladder, death resulted from 
peritonitis at the end of seven days. In the third, 
a case of destruction of the vesicovaginal wall by 
gangrene following typhus, the patient survived 
the operation by two years. 

Good permanent results were reported by Tichoff 
from one to three years after the operation; by 
Alexandroff, after nine years; by Federoff, after five 
years; by Oppel, after two and one-half years; and 
by Morosowa of Kadjan’s clinic, after two years. 

In the discussion of Smitten’s paper, OpPEL of 
Petrograd stated that he operates according to 
Tichofi’s method. Ascending infection after the 
operation is not always avoidable, but the body is 
able to deal successfully with an infection of low 
virulence. In order to prevent infection, everything 
must be done at operation to prevent subsequent 
kinking and stricture of the ureter. 

Mrrotworzew of Laratoff referred to nine cases 
of implantation of the ureter into the intestine which 
he had not reported previously. He stated that 
while Maydl’s operation gives good results, it is not 
always possible and is attended by greater trauma 
and immediate danger than simple implantation of 
the isolated ureter. 

LissowskaJA of Petrograd reported seven cases 
of implantation of the ureter into the pelvic colon. 
Death resulted in two cases—in one, from purulent 
pyelonephritis and in the other from peritonitis. 
In two cases, in which an autogenous vaccine of 
bacillus coli was employed prior to operation, the 
postoperative course was favorable. In one case 
which was under observation for two years there was 
no evidence of disease of the kidney. 

TAWILDAROFF Of Petrograd stated that the Maydl 
operation, which conserves the tonus of the ureteral 
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openings, is preferable to simple implantation of the 
isolated ureters into the intestine, its chief dis. 
advantage being that it is not always possible. 
According to the technique used by him, the ureters 
are embedded in 2-cm. incisions made in the ip- 
testinal wall down to the mucosa and the mucosa is 
then incised. This having been done, the sero- 
muscularis is sutured over the ureters, the suture 
taking in the ureteral wall, and the parietal peri- 
toneum is sutured over all. 

MartyNnow of Moscow reported four cases of 
implantation of the ureters into the sigmoid flexure, 
Death occurred in one case, but in three the opera- 
tion was successful. Grecory (Z). 


BLADDER, URETHRA, AND PENIS 


Wischnewski, A. W.: Operative Treatment of 
Stricture of the Urethra by the Formation of a 
Canalized Urethra in Cicatricial Tissue (Opera- 
tive Behandlung der Strictura urethrae durch 
Bildung einer im Narbengewebe  kanalisierten 
Urethra). Verhandl. d. Russ. Chir. Kong., Petro- 
grad, 1923. 

By means of an arch-shaped prerectal incision, 
the perineal portion of the urethra is exposed down 
to the prostate. At the middle of the prerectal 
incision, a longitudinal incision is made to the root 
of the scrotum. The character and size of the 
stricture are determined by the introduction of a 
suitable bougie. The stricture is excised. The 
thickest possible elastic catheter is then introduced 
into the bladder and left in place as a retention 
catheter. A suprapubic incision is then made. A 
thick, long silk ligature is carried from the bladder 
through the catheter to facilitate its replacement 
following removal. 

In the closure of the wound an opening is leit 
at the juncture of the arch-shaped incision with the 
longitudinal incision and through this opening a fine 
catheter is introduced to the catheter in the urethra. 
The retention catheter is left in place for a month. 
This is possible because the secretion is carried off 
through the drain and not through the anterior 
opening of the urethra. After a month a permanent 
canal has been formed around the catheter. 

Ten patients with impenetrable strictures of the 
urethra were treated in this manner. The results 
were good. Subsequently a bougie was introduced 
every now and then. The author considers as cured 
those cases in which the caliber of the newly formed 
canal is maintained for two months. 

Grecory (Z). 


GENITAL ORGANS 


Wilensky, A. O., and Samuels, S. S.: Acute Defer- 
entitis and Funiculitis. Ann. Surg., 1923, \xxvill, 
785. 

Funiculitis and deferentitis are differentiated 
anatomically by the fact that the spermatic cor 
extends only from the internal abdominal ring to 
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the testicle while the vas deferens—its main con- 
stituent—extends through the internal abdominal 
ring along the lateral pelvic wall to the base of the 
prostate. 3 

Acute deferentitis and funiculitis may be classified 
into three main types: (1) that of acute gonorrhceal 
origin; (2) that due to streptococcus infection (en- 
demic in tropical countries); and (3) that of in- 
determinate origin with and without abscess forma- 
tion. 

Two cases of the third group are described. Both 
were operated upon and in both there was unevent- 
iul recovery. 

Among the etiological factors to be considered in 
these cases are: (1) trauma, (2) a preéxisting in- 
fectious disease, such as rheumatism or influenza, 
and (3) metastatic infection and suppuration. The 
first patient whose case is reported gave a history 
of “influenza” three months previously, but the 
importance of this history was extremely problem- 
atical because of the paucity of clinical and labora- 
tory evidence. There also was a previous middle-ear 
infection, but as sinus thrombosis did not occur 
there was no clinical evidence of such a complication. 
In the second case reported, the importance of a 
gonococcus infection thirty-one years previously 
was extremely problematical. 

In the differential diagnosis the following con- 
ditions must be borne in mind: abscess of the ab- 
dominal wall, irreducible hernia, appendicitis with 
abscess, abscess in a hernial sac, thrombosis of 
varicose veins of the cord, hematoma of the cord, 
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tuberculosis of the vas deferens, gumma of the cord, 
neoplasm of the cord or in the inguinal canal, osteo- 
myelitis or infected neoplasm of the os pubis, and 
psoas abscess. 

In gonorrhceal cases without pus formation, 
operative interference is contra-indicated. When 
pus has formed, however, adequate incision and 
drainage are indicated. In the endemic type, com- 
plete excision of the cord is advisable and the wound 
should be kept wide open with gauze packings. In 
cases of indeterminate etiology, with or without 
abscess formation, incision down to the cord and 
evacuation and drainage of the abscess are indicated. 

Louis NEuwELT, M.D. 


MISCELLANEOUS 


Woitaschewsky, J. B.: The Treatment of Disturb- 
ances of Urination with Magnesium Sulphate 
(Ueber die Behandlung der Harnentleerungs- 
stoerungen durch schwefelsaures Magnesium). Nowy 
chir. Arch., 1923, iii, 29. 

From observations made in the clinic, the author 
finds that incontinence and retention of urine which 
depend upon diseases of the spinal cord, as well as 
postoperative retention of urine, can be cured by 
the subcutaneous injection of 25 per cent magnesium 
sulphate solution (1.0 to 1.5 c.cm. per dose). This 
treatment gives good results also in cases of in- 
continence of spastic origin, in postoperative reten- 
tion of faces, and in cases in which purgatives can- 
not be given by mouth. SERCK (Z). 
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CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Herff, F. P.: Giant-Cell Tumor. J. Am. M. Ass., 
1923, Ixxxi, 1179. 

In the treatment of bone neoplasms the tendency 
is toward conservatism. Disagreement is due to the 
comparative infrequency of such tumors, failure to 
correlate the X-ray findings with the clinical and 
laboratory data, and the use of misleading terms. 
The term “central giant-cell sarcoma” is misleading 
because the growth to which it is applied is a benign 
giant-cell tumor. The term “myeloma” should not 
be employed to designate the disease mollities os- 
sium, because the latter is a constitutional marrow 
condition. Instead of ‘“giant-cell sarcoma,” we 
should use the term “sarcoma with giant-cell in- 
filtration.”” European writers refer to benign giant- 
cell tumor as “osteitis fibrosa.”’ 

Certain cell arrangements exhibit dissimilar tend- 
encies in different locations. For example, Blood- 
good has demonstrated that myxomatous tissue 
found in neoplasms of the long pipe bones indi- 
cates a high degree of malignancy, whereas this is 
not the case when the tissue is found in the pha- 
langes of the feet or the hands. 

Doubtful cases should be treated for syphilis, even 
when the Wassermann test is negative. An X-ray 
examination should be made of the lungs. Bone 
hyperplasias are more apt to be benign than malig- 
nant. Perforation of the capsule of a central growth 
is suggestive, but not diagnostic, of malignancy. 
Spontaneous fracture is highly suggestive of bone 
neoplasms. When it occurs before the fifteenth year 
of age it is almost pathognomonic of benign cyst. 
After the age of 15 years the possibility of malig- 
nancy increases. 

Lesions beginning on the cartilaginous surfaces 
of the joints are nearly always inflammatory, tuber- 
culous, or syphilitic. Systematic X-ray examination 
and treatments should always follow the removal 
of a bone tumor, whether it is malignant or benign. 

Giant-cell tumors usually develop after trauma, 
occur usually between the ages of 20 and 30 years, 
and as a rule are central and located near an epiph- 
ysis. They seldom form metastases. 

The giant-cell tumor is friable, pinkish to reddish 
in color, and easily broken up with a curette. In 
its early stages it contains no bone formation. 
Microscopic examination shows giant cells united to 
phagocytic leucocytes. The giant cells found in 
malignant growths have polylobular nuclei, while 
those in benign growths show mitotic bodies. 

The treatment of giant-cell tumor consists in free 
opening and thorough curetting, cauterization of the 
cavity with pure phenol or the actual cautery, crush- 
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ing in of the shell if feasible, treatment of the remain- 
ing cavity by the open method, and roentgen-ray 
or radium irradiation. If a recurrence of the growth 
develops, the curettement should be repeated. In 
cases of repeated recurrence resection is indicated. 
H. LEvINTHAL, M.D. 


Ely, L. W.: The Second Great Type of Chronic Ar- 
thritis. J. Am. M. Ass., 1923, lxxxi, 1762. 


In this article Ely summarizes the results of his 
investigations regarding the nature of the condition 
known as osteo-arthritis, arthritis deformans, de- 
generative arthritis, hypertrophic arthritis, senile 
arthritis, and chronic rheumatism. He believes the 
cause is some form of non-bacterial organism, prob- 
ably a protozoan from the gastro-intestinal tract 
which gains access to the system through foci of 
osteomyelitis about the roots of the teeth and causes 
an aseptic necrosis in the marrow in the region of the 
joints. 

Rest, heat, and proper diet usually cause the 
symptoms to subside, but the disease itself is best 
treated by the removal of dead teeth and the eradica- 
tion of intestinal parasites. The search for parasites 
should be conducted by a skilled parasitologist. 
Wyckoff, working in collaboration with Ely, found 
protozoa in the stools in fourteen of thirty-six cases. 

CuesterR C. ScHNEDER, M.D. 


Hammond, R.: Relaxation of the Shoulder Follow- 
ing Bone Injury. J. Bone & Joint Surg., 1923, V, 
712. 


The author reports three cases of fracture of the 
upper end of the humerus in which the weight of the 
swollen arm caused exhaustion of the shoulder 
muscles. The deltoid was chiefly affected. Down- 
ward subluxation of the head of the humerus re- 
sulted. This subluxation may be without symptoms. 

In the diagnosis, an X-ray examination may be a 
hindrance instead of a help unless the findings are 
carefully checked by clinical study, as the apparent 
position of the head is dependent upon the angle of 
the ray. 

When the subluxation is mild it takes care of 
itself. The shoulder recovers normal function in 
the usual length of time. ; 

As this condition tends to occur following injury 
to the shoulder, the use of heavy apparatus should 
be avoided. Rosert V. Funsten, M.D. 


Cleveland, M.: Suppurative Tenosynovitis of the 
Flexor Muscles of the Hand. Arch. Surg., 1923, 
vii, 661. 


This article reviews fifty-seven consecutive cases 


of acute infections and gives the end-results after 
an average time of one and one-half years. 
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The infections are classified as primary, or due to 
direct implantation of the organisms at the time of 
injury; and secondary, or due to extension to the 
tendon sheath from the surrounding tissues. In 
cases of primary infection a good result may be 
obtained if thorough drainage is instituted early. 
Secondary infection is frequently slow in developing 
and diagnosed late; consequently the prognosis is 
less favorable. 

Trauma is usually a factor, but sometimes, as in 
cases of gonorrhoea, no injury is mentioned in the 
history. Puncture wounds are the most common, 
and in two-thirds of the cases reviewed a foreign 
body was present. It was interesting to note that 
all of the thirteen cases of primary infection showed 
a wound at the distal flexion crease. This was not 
true of the cases of secondary infection. 

The cases of primary infection came to operation 
on an average three days and sixteen hours after 
the injury, while those of the secondary type were 
operated upon after about fifteen days. Every hour 
of delay lessens the chance of a good end-result. In 
one case of primary infection the condition was well 
developed seven hours after injury. The most 
common organism is the hemolytic streptococcus. 

After the operation the author places the hand and 
forearm in sterile towels. After the bleeding has 
stopped the hand is soaked in warm (110 degrees) 
sterile boric acid solution for from twenty-four to 
forty-eight hours, when all rubber-dam drains are 
removed. Sterile towels are then applied again and 
intermittent soaking is begun. It is very important 
to avoid secondary contamination as such cases do 
not progress favorably. Very early active motion is 
encouraged. After the soaking the wounds are 
irrigated with a surgical solution of chlorinated soda 
by means of a pipette. Four or five days after the 
operation baking is begun. 

To decrease the chance of secondary infection the 
patient should be kept in the hospital until the 
wound is almost, if not entirely, healed. 

Rosert V. Funsten, M.D. 


Kanavel, A. B.: Tuberculous Tenosynovitis of the 
Hand: A Report of Fourteen Cases of Tuber- 
culous Tenosynovitis. Surg., Gynec. & Obst., 
1923, XXXVii, 635. 

It is important to recognize the condition before 
fragmentation has taken place in the tendons, as the 
chance of recovering normal function is materially 
lessened by this process. 

The patients whose cases are reported ranged in 
age from 19 to 60 years. A history of trauma or 
pulmonary involvement was not constant. 

The disease appears in various forms. There may 
be a simple serous exudate or granulation tissue and 
tice body formation. Later the fungoid and de- 
structive types may be seen. The deep fascia is 
more tense than normal and the superficial tissues 
are edematous. The tendon sheaths are no longer 
white and glistening but yellowish, grayish, or 
purplish, and thickened. The involved tendons 
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with their sheaths present a fusiform enlargement. 
During this stage, careful dissection will show that 
the tendon has not yet become involved in the 
tuberculous process. 

Later the sheath is replaced by caseous and fi- 
brous tissue, and fragmentation occurs. All of the 
tendons in certain groups may become masses of 
fibrous tissue. The palmar involvement follows 
strictly anatomical lines; if it begins in the little 
finger, the thumb is almost certain to be affected. 

Although fragmentation occurred in six of the 
fourteen cases, the tendons of more than one finger 
were destroyed in only one. When the process is in 
the palmar radial and ulnar burs2 the median nerve 
is usually involved but rarely destroyed. 

The tenosynovitis as a rule develops slowly, 
causing stiffness of the hand and swelling. Occasion- 
ally severe pain is caused by median nerve pressure. 
With the development of symptoms there is loss of 
function. At certain stages of the disease crepitation 
may be felt. In neglected cases, bone and joint 
involvement and fistula formation may occur. 

If the tenosynovitis is not accompanied by 
tuberculous lesions elsewhere there is a possibility 
of complete cure. Conservative treatment consists 
of immobilization in the very early stages or removal 
of the ‘‘melon seeds” and the injection of iodoform 
emulsion. Such treatment is slow. 

The author advocates careful resection of all 
tuberculous tissue. He does this under local anzs- 
thesia induced by blocking the brachial plexus with 
¥Y per cent novocaine injected above the clavicle. 
This is sometimes supplemented by infiltration of 
the ulnar nerve at the elbow and of the median 
nerve in the incision. In order that the field may be 
bloodless, constriction is maintained with a blood- 
pressure apparatus, the point being kept twenty 
above the systolic. Greatly diseased tendons are 
resected and the remaining portions attached to 
their unaffected neighbors. Care is taken to avoid 
damage to small blood vessels and nerves. Better 
recovery of function follows this treatment if the 
member is not immobilized. The patient is instructed 
to use the hand for light work as soon as the wound 
is healed. Rosert V. FunsTen, M.D. 


Colvin, A. R.: Some Disabilities of the Knee Joint. 
Surg.Clin. N Am., 1923, iii, 1327. 

The author reports cases representing various 
types of internal derangement of the knee joint. 

Symptoms of loose body in the joint, dislocated 
semilunar cartilage, and injury to the infrapatellar 
fat pad are so similar that their differentiation is 
sometimes very difficult. 

In all except one of a number of cases of osteo- 
chondritis dissecans the symptoms had been present 
for a number of years. In the one exceptional case 
the joint had become locked following a sudden 
injury sustained three weeks before the author was 
consulted. 

In osteochondritis dissecans the symptoms are 
very similar to those of villous arthritis or early 
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arthritis deformans with intermittent swelling and 
limitation of motion. The X-ray will usually dem- 
onstrate the loose body and a defect in the ar- 
ticular surface of the joint. The treatment consists 
of the removal of the loose body through a mesial 
parapatellar incision. 

In two cases of injury to the semilunar cartilage 
which are discussed a history of trauma was given. 
In the first, the cartilage was torn from its coronary 
attachment except at its two ends and its free edge 
prevented extension of the joint. In the second case 
a small round movable body which could be felt on 
the mesial side of the joint proved to be a section 
of the anterior half of the internal semilunar which 
had been torn from its coronary attachment and 
shaped into a round mass the size of a pea. 

In another case reported, a fringe of hypertro- 
phied fat almost 1.5 in. long hung from the infra- 
patellar fat pad and caused symptoms very similar 
to those of injury to the semilunar cartilage. 

S. Retcu, M.D. 


SURGERY OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Christophe, L.: Research on Bone Grafts Fixed in 
Alcohol and the Mechanism of Osteogenesis 
(Recherches sur les greffes d’os fixé 4 l’alcool et 
sur le mécanisme de l’ostéogénése). Arch. franco- 
belges de chir., 1923, Xxvi, 13. 

The author cites the case of a soldier who received 
gunshot wounds of both knees on September 20, 
1918. In the left knee the projectile did not pene- 
trate the joint, but in the right knee the joint had 
been entered and the patella was so comminuted 
that its removal was necessary. After débridement 
of the knee opening, the ends of the quadriceps and 
patellar tendons were sutured together. Healing 
occurred by primary intention. 

On October 30 the patient was able to walk but 
had practically no active flexion of the leg and only 
20 degrees of passive flexion. The right leg therefore 
dragged behind the left and the foot was roiated 
externally. 

On January 13 of the next year both patella were 
removed from another soldier who had died from a 
head injury. The right patella was removed with its 
quadriceps and patellar tendons, the fatty pad, 
and 1 cm. of the lateral capsule with its attached 
synovial surface. This was placed in 80 per cent 
alcohol. On January 16 the patient’s right knee 
was opened, the cicatrix between the two tendons 
at the knee was excised, and the bronze wire suture 
was removed. The synovial surface was contracted, 
but there were no adhesions. The subcrural pouch 
was open and a normal fat pad was found under the 
patellar tendon. As the knee could then be flexed 
to oo degrees, the limitation of motion had been 
caused by the shortening of the quadriceps and 
patellar tendon. The patella fixed in alcohol was 
implanted and sutured to the patellar tendon and 
its cut-off quadriceps was buried in the split quadri- 


ceps of the recipient. The wound was then closed. 
On examination three days later it was found clean 
and free from reaction. Primary union followed 
and after four weeks the patient began walking. The 
article includes a roentgenogram showing the trans- 
planted patella in position. Subsequently the 
patient returned to civil life. Leg flexion is now good 
and there are no abnormal symptoms in the knee, 
a fact confirmed by a roentgenogram made four 
years after the operation. 

This result seemed to confirm the findings of 
Nageotte and Sencert in research on the revivifying 
of transplants of dead tendons. 

The author’s first experiment to determine the fate 
of transplanted dead grafts was performed on a rab- 
bit. A piece of rib 2 cm. long was resected and in 
its place a similar piece from another rabbit was 
attached by bronze wire. The graft had been boiled 
for twenty minutes and then preserved in 95 per 
cent alcohol for three weeks. Closure of the wound 
was followed by primary healing. After thirty-four 
days the transplant was removed by a second opera- 
tion, decalcified, sectioned, and stained. 

The transplanted bone showed no absorption; it 
was annealed by callus to the neighboring living rib, 
and magnification up to 1,100 diameters showed 
that its cortex was identical with that of fresh live 
bone. In one area where the graft did not have good 
contact with the host bone or its periosteum some 
round-cell infiltration was noted. This the author 
— proves that the osteoblastic cell is a specific 
cell. 

To prove that the bone cells found in his sections 
were the original cells fixed by the heat and pre- 
served in alcohol up to the time of transplantation, 
Christophe transplanted bone into the lumbar 
muscles of a rabbit, on one side living bone and on 
the other boiled bone fixed in alcohol. Both trans- 
plants were free from all bony contact and physio- 
logical and purposeful action. After thirty days they 
were removed. The living bone transplant was 
adherent to the surrounding tissues, but the dead 
transplant was adherent at one end only. Roentgen- 
ograms had shown that the living bone transplant 
was undergoing absorption, and this was confirmed 
by microscopic section. The dead bone was but 
slightly attacked by the absorptive process; all the 
cell spaces were empty, no cell protoplasm remaining. 

From these experiments the conclusion is drawn 
that growth of calcified tissue of a dead grait is 
possible; that the revivifying process in this tissue is 
dependent upon osteoblasts derived from the living 
bone; and that the connective tissue cells of the sur- 
rounding tissues play only a small réle in the process. 

Nageotte and Sencert rehabilitated arteries and 
tendons fixed in alcohol. The author obtained 
further proof of this action in specimens of osscous 
tissue removed after three months and five days and 
four months and ten days after the graft had been 
fixed in 94 per cent alcohol. In some instances. 
however, the findings were negative. A graft 112 
cm. long obtained from another rabbit was inserted 
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into a host as in the previous experiments. There 
was no local or general reaction and the roentgeno- 

ams showed that the graft remained in place. 
Four months and twenty days later the intact graft 
was removed. It showed no evidence of absorption 
and was adherent at one end only. At this extremity 
there was no microscopic evidence of osteoblastic 
activity. 

Grafts of dog and rabbit bone were introduced 
also into the chest and back of dogs. After four 
months and four days, when these grafts were 
removed, it was found that the piece of rib fixed in 
alcohol and implanted subperiosteally had been 
completely absorbed. Living rib transplanted 
showed abundant callus, but not firm union. A 
piece of rib completely denuded of its periosteum 
and fixed in alcohol had fractured at the site of the 
wire holes as the result of rarefying osteitis. 

The conclusions drawn from these experiments 
are as follows: 

1. Dead rabbit bone becomes almost completely 
absorbed. 

2. Autogenous grafts with periosteum become 
almost completely absorbed. 

3. Autogenous grafts without periosteum com- 
pletely disappear. 

4. Dead dog bone disappears. 

5. Living rabbit bone enlarges considerably and 
becomes adherent to neighboring tissues. 

The study therefore indicated that only a living 
heterogenous graft resulted in bone formation, as 
the animal absorbed even its own living grafts. 
Accordingly, the author concludes that the life, 
death, homogenesis, and heterogenesis of the graft 
are of only secondary importance. The operative 
technique, the character of the tissues into which 
transplantation is made, the blood supply, and the 
function of the surrounding muscles are factors of 
great importance. 

The author’s study of the mechanism of absorp- 
tion of certain grafts after histologic study of 
numerous specimens led him to conclude that in the 
majority of cases the terminal portions of fragments 
which enter into the field of a fracture die, i. e., the 
osteoblasts die and the compact bony substance 
becomes absorbed. Calcareous salts are taken up by 
the blood plasma. At the same time the process 
of callus formation begins with cell regeneration 
between the fracture ends. By the fifth day this 
hew tissue shows osseous substance which gradually 
takes on the form of amorphous spots staining 
feebly with eosin. These are likened to small depots 
where osseous substance is precipitated. This sub- 
stance includes fibroblasts which later become 
osteoblasts. The cells seem to be attracted to the 
early precipitation of osseous tissue, possibly by 
chemotaxis. They gather around the blocks of bone 
and form a sort of crown. As the process continues, 
they become imprisoned in the compact substance. 
On the periosteal side a similar process occurs. 

A second case reported was that of a 24-year-old 
man whose left ulna was injured by a piece of shell 


in September, 1918. The wound healed after dé- 
bridement. Eleven months later 11 cm. of ulna 
which had been fixed in 95 per cent alcohol for forty 
days was transplanted into the bony defect. Eight . 
months later the graft had healed firmly into place. 

A third case was that of a 14-year-old boy with 
pseudarthrosis of the left radius following a shell 
injury. A year after the injury a portion of the 
radius was excised and the defect filled with bone 
which had been taken from a dead soldier eighteen 
months previously and fixed in 60 per cent alcohol. 
This transplanted radius was of greater diameter 
than the boy’s radius. After two months callus 
was found thrown out around the embedded end of 
the transplant and a good mechanical result was 
obtained. 

The following clinical conclusions are made: 

1. The use of bone grafts fixed in alcohol renders 
unnecessary the trauma of taking living bone trans- 
plants. 

2. Physiological function returns promptly if the 
transplant is firmly fixed. Early return to work is 
favored and muscle atrophy is prevented. 

The dovetailing of fragments is advocated for 
fixation in order that the use of metallic sutures may 
be avoided. A careful aseptic and hemostatic tech- 
nique is essential to success. 

The author discusses the change in the dead 
transplant from the chemical point of view, stating 
that all parts except the connective tissue and the 
elastic fibers undergo disintegration and absorption. 
The transplant contains: (1) calcium salts, (2) 
proteids, (3) nucleoproteids, (4) fats and fatty acids, 
(5) lecithin, (6) lactic acid, and (7) alcohol. 

Wells is quoted as stating that all calcium neces- 
sary for new bone formation comes from the blood 
or is held in suspension by the proteins, probably 
as calcium ion protein. This calcium suspension is 
unstable and may be precipitated by such factors as 
changes in the alkalinity or carbon dioxide content 
of the blood. 

Four hypotheses are advanced to explain the 
chemical mechanism of osteogenesis: 

1. The proteins are so completely used that cal- 
cium can no longer be held in solution. 

2. Anincrease in the alkalinity of the blood occurs 
with a change in the carbon dioxide and the precipita- 
tion of inorganic salts. 

3. The phosphoric acid and blood calcium be- 
come combined. 

4. The calcium salts are absorbed by some pre- 
viously precipitated product. 

The article is supplemented with a bibliography. 

KELLOGG SpEED, M.D. 


Wheeler, Sir W. I. de C.: Contribution to the 
Discussion on Arthroplasty. Med. Press. 1923, 
N.S. CXVji, 319. 


Whether arthroplasty, arthrodesis, or excision 
should be used depends upon the requirements of the 
particular case. Wheeler questions the advantage of 
arthroplasty of the shoulder over carefully performed 
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excision or fixation in the position of election. An 
arthroplasty of the elbow, carefully done, makes a 
stronger joint than excision, but fixation in good 
position is often satisfactory. 

In the knee joint, arthroplasty is seldom indicated. 
In the hip joint, in the few cases in which mobiliza- 
tion is indicated, the Murphy method of arthro- 
plasty is superior to excision. 

Joun W. Powers, M.D. 


Gessner, H. B.: Arthroplasty. N.Orleans M.&S.J., 
1923, Ixxvi, 224. 


The author reports on nine arthroplasties. Two 
performed on the jaws and three on the elbow gave 
excellent results, and one performed on the elbow 
gave a good result. The three others were followed 
by sufficient improvement to justify the procedure. 
There were no deaths. Joun W. Powers, M.D. 


Mueller, W.: The Typical Roentgen-Ray Picture of 
Osteochondritis Deformans Coxz Juvenilis 
Taken with the Hip Flexed and Abducted 
(Ueber einen typischen Roentgenbefund der Osteo- 
chondritis deformans coxae juvenilis bei Aufnah- 
men am _ gebeugten abduzierten Hueftgelenk). 
Fortschr. a. d.Geb. d. Roentgenstrahlen, 1923, XXX, 335. 


For the diagnosis of hip disease Mueller recom- 
mends anteroposterior raying of the patient in the 
supine position with the hip joint flexed at a right 
angle and abducted to the maximum. This shows 
the femoral head and neck in a horizontal plane 
through the femoral neck. 

In five cases of recent osteochondritis deformans 
coxe juvenilis erosion of the upper half of the fem- 
oral head and neck was found, while the other 
parts were relatively normal. When the femur is 
extended, this location corresponds to the anterior 
quadrant, and this position explains the light por- 
tions seen in the ordinary plates which are due to 
deficiency in the anterior parts of the bones. 

MEYER (Z). 


Wheeler, Sir W. I. de C.: Amputations; with 
Special Reference to the ‘‘Sleeve’? Amputa- 
tion of the Thigh in Severe Injury and Disease. 
Practitioner, 1923, Cxi, 309. 

The author points out that the experience of the 
war made it obvious that many of the old ideas on 
amputation are fundamentally incorrect. Amputa- 
tions about the foot are generally discarded and 
Symes’ amputation has been improved by dividing 
the tibia and fibula at a higher level. 

Most surgeons and limb-makers agree that am- 
putation through the knee joint is undesirable. 

Amputation at the hip is done best when skin 
flaps are formed and the muscles are cut very short, 
the head of the femur being left to fill up the acetabu- 
lum. The soft parts should be cut so that they can- 
not push the artificial limb off the tuber ischii. 

Amputations in the lower limb which are still 
being performed include: (1) amputation of the 
toes, (2) Symes’ amputation, (3) amputation 
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through the leg with the formation of skin flaps, 
(4) amputation of the thigh with the formation of 
long anterior and short posterior flaps, and (5) 
amputation through the neck of the femur with the 
formation of skin flaps. 

Amputations in the upper limb which are still in 
use are: (1) amputation of the fingers, (2) amputa- 
tion of the forearm with the formation of equal skin 
flaps, (3) circular amputation of the upper arm, and 
(4) Spencer’s amputation of the shoulder. 

Three cases are reported to illustrate the “sleeve” 
amputation, a method designed to meet certain 
emergency conditions with the least surgical risk 
and to conserve the longest possible stump, the 
amputation being performed below the fracture and 
the distal fragment of the fractured bone being 
removed. It is usually better to leave the “sleeve” 
completely open for drainage and contraction as 
this will save considerable time. The operation is 
equally applicable to the upper and lower limbs. 

In conclusion the author describes the amputation 
of the leg recommended by Orr. The site of election 
in this operation is the middle third. Long anterior 
and short posterior skin flaps are formed. The 
periosteum at the cut end is removed and the marrow 
scooped out. The nerves are drawn out of the stump 
as far as possible, injected with alcohol, and then 
divided just below the point of injection. 

When it is necessary to remove the leg at a higher 
level, it is of advantage to remove the fibula entire. 

Dennis W. Crite, M.D. 


Perthes, G.: Curvilinear Osteotomy of the Tibia 
in Genu Valgum and Genu Varum (Ueber 
bogenfoermige Osteotomie der Tibia bei Genu 
—— und Genu varum). Zentralbl. f. Chir., 1923, 


The author recommends a new method of opera- 
tion which he claims has advantages over Mac- 
Ewen’s supracondylar osteotomy. The bones of the 
leg are given a new shape which more closely ap- 
proximates the normal than that following Mac- 
Ewen’s operation; consequently free mobility of the 
knee joint and normal function return much sooner. 
The technique is as follows: 

A curvilinear osteotomy is done at the upper end 
of the tibia, the incision with its concavity above 
being made transversely at the level of the tibial 
tuberosity. The patellar ligament is cut through 
at its insertion so that one part above and one below 
still remains attached to the bone. A concave 
pattern is then applied so that its long axis coincides 
with the axis of the femur. The axes of the tibia 
and pattern then form an angle which equals the 
correction, and the center of the arc lies in the 
middle of the knee joint. A MacEwen chisel (15 mm. 
or less broad) is then applied vertically to the axis 
of the tibia with its edge in the direction of the arc, 
and the line in which the bone is to be cut is first 
lightly marked following the curve of the pattern. 
If the chisel becomes fixed it is freed by driving in 
a second chisel by its side. 
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When the chisel is close to the posterior wall of 
the tibia (in 18-year-old patients about 4 cm. deep), 
the tibia is broken apart and the gap is opened 
widely. To do this the sole of the foot is placed 
on the operating table with the leg bent at the knee 
and an assistant presses his fist in the hollow of the 
knee. The fibula is left attached to the lower part 
of the tibia but is forced apart from the upper 
condyle. Concavity and convexity are then mod- 
elled and adapted so that there is perfect correction 
and no springing back. Somewhat more bone is 
removed on the inner half of the lower part of the 
tibia than on the outer half. The fitting is done 
with the help of the pattern. The patellar ligament, 
fascia, and periosteum are united with silk sutures. 
The skin is then sutured and a plaster cast is ap- 
plied which includes the foot and extends to the 
tuber ischii. 

The Schanz mummy cast for both legs has been 
found of advantage. The cast is left on for from ten 
to fourteen days. After from four to four and one- 
half weeks there is usually free movement. After 
five weeks the patient may get up, and at the end 
of seven weeks he is able to walk without a cane. 

In a period of one and one-half years Perthes has 
operated successfully upon seventeen cases—thir- 
teen of genu valgum and four of genu varum. 

Grass (Z). 


FRACTURES AND DISLOCATIONS 


Conwell, H. E.: Compound Fractures of Long 
Bones. J. Am. M. Ass., 1923, lxxxi, 1604. 


In reporting on seventy-five cases of compound 
fracture of the long bones Conwell states that even 
fair function is better than the use of an artificial 
appliance. 

The average length of time spent in the hospital 
by his patients was forty-seven days in twelve cases 
of fracture of the femur, forty-nine days in forty- 
four cases of fracture of the tibia and fibula, twenty- 
nine days in eight cases of fracture of the humerus, 
and thirty-five days in eleven cases of fracture of the 
radius and ulna. 

In 80 per cent of the cases the fracture was in the 
lower third of the bone, and in a large percentage 
there was involvement of neighboring joints. In 
almost 70 per cent considerable destruction of soft 
parts had occurred, and in go per cent the fracture 
was comminuted. In more than 25 per cent there 
was considerable doubt as to the advisability of 
amputation. 

The average number of days lost from work was 
163 in cases of fracture of the femur, 201 in cases of 
fracture of the tibia and fibula, 121 in cases of 
fracture of the radius and ulna, and 97 in cases of 
fracture of the humerus. 

Thorough débridement is done by the author 
routinely, with care not to remove bone with peri- 
osteum attached. Small pieces of bone which seem 
useless will often unite later and help in the forma- 
tion of callus. It is better to risk the necessity for a 


361 


later sequestrectomy than to sacrifice bone need- 
lessly. Delay in bone union and healing is more 
often caused by traumatized soft parts left at opera- 
tion than by the presence of poorly attached bone 
fragments. 

After the wound has been cleansed and the trauma- 
tized soft parts have been excised, the bone frag- 
ments are carefully approximated by suture of the 
periosteum with chromic catgut or with kangaroo 
tendon. 

When the operation has been completed, a molded 
plaster splint is applied in cases of fracture of the leg 
or forearm, and a Thomas splint in cases of fracture 
of the femur or humerus, the use of the Balkan frame 
being combined with proper traction. 

To determine the progress of union roentgeno- 
grams are made at frequent intervals with the port- 
able roentgen-ray machine. When sufficient callus 
has formed, the plaster splint is removed and active 
and passive motion, massage, and hot baths are in- 
stituted. 

In more than go per cent of these cases the Was- 
sermann test was positive on the date of the injury 
but negative ten days later. 

Frequent inspection, perseverance, and patience 
in the treatment are essential for good results. The 
proper handling of a compound fracture is a much 
more difficult procedure than many so-called major 
operations. Dennis W. Crite, M.D. 


Hertel: Calcaneum Nail Extension with the Foot in 
Supination (Calcaneus Nagelextension unter Supi- 
nationsstellung des Fusses). Beitr. z. klin. Chir., 1923, 
cxxix, 476. 


The perforating Steinmann nail is not driven 
through the calcaneum perpendicularly to the axis 
of the lower leg. In eversion fractures the outer nail 
is driven through higher and closer to the external 
malleolus and the inner one lower and closer to the 
plantar surface. When the foot is at rest the nail 
is oblique to the axis of the leg. When traction is 
applied it is perpendicular to it and turns the foot 
to the desired position. In twelve cases of fracture 
treated in this manner the functional results were 
excellent. Scumipt (Z). 


Ashhurst, A. P. C., and Crossan, E. T.: The Prog- 
nosis and Treatment of Fractures of the Leg 
and Ankle: The End-Results in 100 Patients. 
Arch. Surg., 1923, vii, 601. 


A good anatomical result was obtained in eighty- 
one of the 100 cases reviewed. Insixty-seven of these 
the functional result was good; in thirteen, fairly 
good; and in one, poor. Of seventeen cases in which 
the anatomical result was moderately good, the 
functional result was good in five and moderately 
good in twelve. Of two cases in which the anatomi- 
cal result was poor, the functional result was moder- 
ately good in one and poor in the other. 

Simple fractures were treated with the pillow 
splint in the fracture box, the skin being first care- 
fully cleansed to prevent the infection of any bulle 
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that might develop. Gross displacements were 
corrected and X-ray examinations were made to 
guide correction. Good anatomical correction was 
obtained in 77 per cent of the cases of simple leg 
fractures; in gt per cent of these the functional result 
was good. Of the cases of fracture of the ankle a 
good anatomical result was obtained in 86 per cent 
and a good functional result in 74 per cent of these. 

The leg was kept in the fracture box sufficiently 
long for the subsidence of the oedema. On its re- 
moval, Stimson molded gypsum splints were applied. 
These are three splints made of plaster of Paris. 
The first extends from above the knee under the calf 
and heel, along the sole of the foot, to the toes. The 
second is applied with one end on the dorsum of the 
foot, around the outer border, across the sole, and up 
the inner side to the mid-thigh. The third covers 
the dorsum of the foot, the sole, and the outer side 
of the leg and knee, and is fixed in place with a band- 
age. The patient walks with crutches and when 
union is apparent he is encouraged to bear a little 
weight on the limb, one splint after another being 
discarded as he recovers. The splints may be re- 
moved for physiotherapy. 

In cases with marked displacement correction is 
effected under anesthesia. In cases with overriding, 
Steinmann pin traction through the calcaneum or 
Buck’s extension were employed to advantage. 

In ten cases of leg fracture Delbet’s gypsum 
apparatus was employed. This consists of two 
lateral plaster splints extending from a point just 
below the level of the knee joint to 1 cm. of the sole 
of the foot at the heel, which are applied with the 
leg in traction and secured by circular bands below 
the knee and above the ankle. The advantage of 
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these splints is that they make it possible for the 
patient to get up out of bed after the first week or 
ten days, the foot being placed on the floor, and 
compel him to exercise the knee and ankle. Func- 
tion hastens bone repair and therefore shortens the 
period of disability. In the cases reviewed the period 
of disability due to simple fractures was three and 
eight-tenths months and that due to compound 
fractures five and one-half months. The former js 
one month less and the latter six weeks less than 
that shown by the statistics of the American Surgical 
Association. 

The cases reviewed included fifteen of compound 
fractures, fourteen of the shaft and one of the ankle 
joint. Those with small skin wounds were treated 
as simple fractures after cleansing of the wound. 
Operative treatment, if any, was delayed for a week 
or ten days after the injury. In two cases with 
extensive wounds of the soft parts débridement ‘was 
done. In the first of these, in which the ankle joint 
was involved, Steinmann traction was employed 
following the unsuccessful application of a plate. 
The anatomical result was good and the functional 
result moderately good. In the second case, a case of 
fracture of the tibia and the fibia, a removable clamp 
was used. The anatomical and functional results 
were moderately good. 

Sixteen patients received operative treatment, 
and fourteen of these have been traced. Of nine 
cases in which plating was done, removal of the 
plates was necessary in only one. Of six cases in 
which screw fixation was employed the screw was re- 
moved in one. Anatomical correction was obtained 
in 78 per cent and moderate reduction in three. 

S. Reicu, M.D. 
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SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


BLOOD VESSELS 


Foix, C., and Masson, A.: The Syndrome of the 
Posterior Cerebral Artery (Le syndrome de 
l'artére cérébrale postérieure). Presse méd., Par., 
1923, XXxi, 361. 

Obliteration of the posterior cerebral artery is of 
clinical importance especially because of the com- 
plexity of the anatomical areas this vessel supplies, 
namely, the peduncular regions and the inferior 
surface of the occipitotemporal lobe. For the same 
reason the symptoms are variable. 

Lesions of this artery may occur at any point 
between the origin and distribution of the vessel, 
and even minute lesions may cause grave symptoms. 
The artery has a superficial and a deep distribution. 
The superficial includes the inferior surface of the 
brain, all of the temporo-occipital lobe except its 
anterior extremity, a branch of the Sylvian fissure, a 
branch to the external surface of the third and some- 
times a branch to the second temporal convolution 
and the lower half of the occipital lobe, the internal 
surface of the temporo-occipital convolution, part of 
the convolution of the hippocampus, and all of the 
cuneus. The deep distribution comprises the greater 
half of the postero-inferior surface of the optic 
thalamus. 

Complete lesions of this artery are rare, and it is 
seldom obliterated at its origin. It anastomoses by 
the posterior communicating branch with the circle 
of Willis. Its peripheral anastomoses with neighbor- 
ing arteries are so numerous that it may be regarded 
as a terminal artery only in part. Consequently, 
even extensive lesions of the vessel are subtotal in 
their effects, the peduncular area is usually excluded, 
and there are many partial syndromes from lesions 
of this artery. 

The syndrome of the artery is clinico-anatomically 
divided into two types, the posterior temporo- 
occipital and the anterior or thalamo-subthalamic. 
The posterior is characterized by hemianopsia with 
or without alexia; the anterior by variable thalamic 
or cerebellothalamic symptoms up to complete hemi- 
paresis. On the left side the predominant symptoms 
are the alexia and the minor troubles associated with 
it, while on the right side, according to the predomin- 
ance of one or the other groups of symptoms, it is 
considered as a thalamic lesion or hemianopsia. 

Two cases are reported. One came to autopsy. 

The partial syndromes are described briefly. 

KELLOGG SPEED, M.D. 


Lucke, B., and Rea, M. H.: Aneurisms. J. Am. M. 
Ass., 1923, Ixxxi, 1167. 


The distribution of 263 aneurisms of the aorta, 
studied post mortem at the Philadelphia General Hos- 


pital and the Hospital of the University of Pennsyl- 
vania, was as follows: 

Sixty-two involved the ascending arch; twenty- 
three, the juncture of the ascending and transverse 
arch; forty-six, the transverse arch; forty-two, the 
descending arch, and nineteen, the entire arch; 
thirty-one, the thoracic aorta, and forty, the abdo- 
minal aorta. 

The following generalizations have reference only 
to the behavior of the majority of the aneurisms, 
and indicate the conditions most frequently en- 
countered. 

1. Aneurisms of the ascending arch are of rel- 
atively small size; they arise most frequently in the 
lower portion of the vessel, extending to the right 
and anteriorly. They become adherent to or com- 
press or erode the neighboring great vessels, the. 
respiratory structures, the ribs, the right clavicle, 
and the sternum. Rupture occurs most commonly 
into the pericardium or the respiratory organs. 

2. A considerable number of aneurisms are 
located at the juncture of the ascending and trans- 
verse arch. They attain considerable size, extend 
commonly to the right, affect especially the neigh- 
boring vessels, nerves, and respiratory organs, and 
rupture into the respiratory organs. 

3. In the transverse arch, aneurisms often attain 
large size; they arise near the orifices of the great 
vessels, and extend with equal frequency anteriorly 
or posteriorly. They commonly affect the sternum 
and the ribs, compress the trachea and cesophagus, 
and rupture into these structures or into the pleural 
cavities. External rupture is uncommon. 

4. The aneurisms of the descending arch are 
located most commonly near the juncture with the 
transverse arch. Their extension is mainly posterior 
and to the left. They frequently involve the cesoph- 
agus and the left respiratory organs; many cause 
erosion of the vertebre and ribs. Rupture takes 
place especially into the left respiratory organs and 
the oesophagus. 

5. Aneurisms involving the entire arch are 
usually large saccular or fusiform dilatations which 
extend both anteriorly and posteriorly. The sternum, 
vertebrae, and ribs are the structures eroded. 

6. In the thoracic aorta the aneurisms are com- 
monly large and extend posteriorly and to the left, 
eroding the vertebra and ribs, and rupturing into 
the left pleura and the lung. Rupture into the 
abdominal cavity also occurs. 

7. In the abdominal aorta, aneurisms may attain 
very large size. They are located chiefly just below 
the diaphragm, at or near the coeliac axis or above 
the bifurcation. They extend with equal frequency 
posteriorly or anteriorly, and commonly erode the 
vertebra. Rupture takes place with equal fre- 
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quency into the abdominal cavity, the pleural 
cavities, and the retroperitoneal tissues. 

8. In the series of cases reviewed the location of 
the aneurism corresponded to the so-called points 
of election along the spiral line of impact described 
by Rindfleisch in only about 50 per cent, and many 
of the aneurisms did not conform in their direction 
to Rindfleisch’s rules. 


Morrow, H., and Taussig, L. R.: Radium Therapy 
of Vascular Nzvi. Am. J. Roentgenol., 1923, x, 
867. 


One of the most striking effects of radium is the 
production of obliterative endarteritis. This was 
made use of in the very early treatment of nevi. 
Since these lesions are treated solely for cosmetic 
reasons, incomplete removal seems preferable to the 
substitution of an ugly scar. When the very best 
results are obtained the lesion is scarcely noticeable, 
but there is always some atrophy and even when 
the utmost skill is used telangiectases may occur. 
Usually the latter may be removed with the water- 
cooled mercury lamp. Beta rays are more efficient 
in removing such marks than the gamma rays. If 
the involvement is deep, the hard beta rays are used 
and also the gamma rays. 

Young children respond better than adults. True 
vascular nevi include the port-wine mark, the 
strawberry mark, and angioma cavernosum. The 
port-wine stain varies in depth of color, is usually 
homogeneous, and is not raised above the surround- 
ing area. A few radium therapists report excellent 
results in the treatment of these lesions but the 
majority advise against treating them. Radium 
plaques or toiles are the only forms suitable. No 
screening or only slight screening should be used. 
The ideal dose is just short of an erythema dose. 
The authors regard ultraviolet light as better than 
radium. X-rays and gamma rays have no effect. 

The strawberry mark or vascular nevus is raised 
above the skin and in rare cases may undergo 
spontaneous involution. The dose depends on the 
lesion. A nevus that is only slightly raised, evenly 
colored, and smooth should be given an exposure of 
from twenty to forty minutes with a quarter to 
half-strength plaque screened with o.1 mm. of 
aluminum. Thicker nevi should be given an ex- 
posure of from one to one and one-half hours with a 
similar plaque screened with 0.3 mm. of brass or 
its equivalent. 

If the first two or three treatments cause no 
improvement subsequent treatments should be 
spread over a considerable period of time. Caver- 
nous hemangiomata are usually circumscribed 
tumors. Frequently they are subcutaneous and 
usually they present a faint blue or violet color. 
These lesions are treated from one to two hours 
every four to six weeks with plaques of quarter to 
half strength screened with o.3 mm. of brass. 
Tubular applicators are used satisfactorily with 
proper screening and distance. Needling these 
lesions seems a radical procedure. 


INTERNATIONAL ABSTRACT OF SURGERY 


The author’s conclusions are as follows: 

1. Radium gives better results in vascular nay; 
than any other therapeutic agent. 

2. The results are best in nevus vasculosys 
(strawberry mark), next best in cavernous navi, 
and least satisfactory in nevus flammeus (port-wine 
mark). 

3. Beta rays should be employed as much as 
possible. 

4. Severe reactions are unjustifiable. 

A. James Larkin, M.D. 


BLOOD AND TRANSFUSION 


Lattes, L.: True Agglutination and Pseudo-Agglu- 
tination in Blood Transfusion (Echte Haemag. 
glutination und Pseudo-Agglutination in bezug auf 
die Bluttransfusion). Klin. Wehnschr., 1923, ii, 1219. 


According to Eden, Vorschuetz, and Diemer, the 
four blood groups are not constant but may be 
changed by drugs such as quinine, calcium, anti- 
pyrin, and anesthetics; by physical agents, such as 
the roentgen ray and the galvanic current; and by 
physiological processes such as menstruation. Ex- 
perimental data are not sufficient to warrant the 
assumption of a change of the blood groups, a 
transition from one to the other, or the existence of 
a fifth group in which the serum agglutinates all 
corpuscles, including its own. 

Pseudo-agglutination or nummulation has not 
been sufficiently distinguished from true agglutina- 
tion. True agglutination is dependent upon heredity 
and cannot be influenced by illness or external in- 
fluences. Nummulation, sometimes erroneously 
called agglutination, is influenced by external 
factors and sickness and is not a specific phenome- 
non. It is closely related to the sedimentation rate 
of the erythrocytes and subject to the same in- 
fluences. If true agglutination is to be studied 
this must be done under conditions which ex- 
clude nummulation. Nummulation does not oc- 
cur in a weak physiological salt solution. 

Tromp (Z). 


Ruh, H. O., and McClelland, J. E.: Intraperitoneal 
Transfusion in Infants. Ohio State M. J., 1923, 
xix, 780. 


The first part of this article is devoted to a review 
of the literature on transfusion as a therapeutic 
measure. 

The authors then report a series of experiments 
performed to determine: 7 

1. The rapidity and completeness of the intra- 
peritoneal absorption of autologous blood in guinea 
pigs. 

: The route and rapidity of absorption of autolo- 
gous blood from the peritoneal cavity of dogs. 

3. The route of absorption of heterologous blood 
from the peritoneal cavity of dogs. 

4. The rate of absorption of whole, citrated, and 
defibrinated blood from the peritoneal cavity of 
guinea pigs. 
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The conclusions drawn from the findings are as 

lows: 
pole or defibrinated blood is rapidly ab- 
sorbed from the peritoneal cavity. 

2. Much of this absorption takes place through 
the lymphatics which drain into the thoracic duct. 
Microscopic and macroscopic examinations reveal 
the presence of injected blood in the thoracic duct 
lymph in from eight to ten minutes. ’ 

3. The rate of absorption of whole, citrated, and 
defibrinated blood shows no marked differences. 

4. The injection of whole blood, which is the most 
simple, causes no more reaction than the injection 
of modified blood and is therefore to be preferred. 

A number of case reports are included in the article. 

Ciayton F. ANpREws, M.D. 


Rothe, E.: The Value of Blood-Cell Sedimentation 
in Surgery (Ueber den Wert der Blutkoerperschen- 
senkung in der Chirurgie). Zentralbl. f. Chir., 1923, 
1, 1328. 

Cachexia, injuries of the liver, severe cyanosis, 
and polyglobulism usually retard blood-cell sedi- 
mentation, but in rare instances hasten it. A phys- 
iological acceleration of sedimentation occurs in 
the latter half of pregnancy and during menstrua- 
tion. Acceleration is found also in oligocythemia 
(anemia) and in conditions causing increased re- 
sorption of katabolic products such as inflammatory 
processes, wounds, fractures, aseptic operations, and 
malignant tumors. 

Sedimentation is particularly valuable in the 
diagnosis and prognosis of pulmonary tuberculosis 
as it indicates the degree of its activity. Surgi- 
cally it is of particular value in pathological bone 
conditions, because by its help tuberculosis may 
be differentiated from osteochondritis, Perthes’ 
disease, and the formation of loose bodics in joints. 
Cancer of the cesophagus may be differentiated from 
cardiospasm or diverticulum, and possibly choleli- 
thiasis may be differentiated from ulcer of the 
duodenum. The simple ulcers, as long as they do 
not perforate and give rise to a local peritonitis, do 
not cause an acceleration of sedimentation. 

Above all, the method allows the time of con- 
valescence to be determined objectively (of value 
in neurasthenia), since the curve reacts much more 
delicately than does that of the temperature or the 
leucocytes, and very often returns to normal only 
after weeks. It gives a true picture of the severity 
of the infection, and in syphilis is positive earlier 
and over a longer period of time than is the Wasser- 
mann reaction. 

Because of the simplicity of the technique and the 
decisiveness of the method, it would be very desir- 
able to make the test relatively specific, like the 
Wassermann reaction. The electrical-charge theory 
of Hoeber is entirely superfluous for the explanation 
of the phenomenon. The rapidity of sedimentation 
's probably chiefly a measure of the reciprocal action 
between the surface tension of the blood corpuscles 
and the plasma. ToELKEN (Z). 
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LYMPH VESSELS AND GLANDS 


Whitaker, L. R.: Malignant Lymphoma (Hodg- 
kin’s Disease): A Radiographic Study. Arch. 
Int. Med., 1923, xxxii, 538. 

The study of Hodgkin’s disease reported was based 
on forty cases examined roentgenographically at the 
Massachusetts General Hospital and seven cases in 
which an autopsy was performed. 

The chest is the best field for roentgenographic ex- 
amination in this disease because it is often involved 
and the low density of the lungs allows masses of 
lymphomatous tissue to show very distinctly. The 
roentgenographic picture is characteristic, differing 
from that of other forms of malignancy and tuber- 
culosis. 

Whitaker reviews the literature and describes 
fully the X-ray findings in Hodgkin’s disease on the 
basis of the pathology, discussing the various types 
of intrathoracic involvement and the differential 
diagnosis. The article is well illustrated. 

The roentgen-ray therapeutic test, a method of 
differentiating Hodgkin’s disease from other condi- 
tions, especially carcinoma and tuberculosis, is one 
of the most useful methods in the diagnosis. Blan- 
kenhorn regards it as almost diagnostic. A rapid and 
marked reduction in the size of the lymphoma is 
demonstrable in the roentgenogram after one or two 
treatments, especially if the condition is in the early 
— before there is marked fibrosis in the affected 
nodes. 

Whitaker’s conclusions are as follows: 

1. The roentgen ray is of aid in the diagnosis of 
Hodgkin’s disease because the intrathoracic nodes 
are often involved and the roentgenographic picture 
is fairly characteristic. 

2. It is of special value in the rare cases in which 
the lymphomata are confined to the thorax and 
biopsy is impossible. 

3. Hodgkin’s disease is indicated when the roent- 
genogram shows homogeneous, roughly lobulated 
shadows in the mediastinal or hilus regions, which 
shrink rapidly under roentgen-ray treatment. 

4. The most important condition to differentiate 
from Hodgkin’s disease is tuberculosis. This differ- 
entiation is usually not difficult. 

Emit C. RositsHex, M.D. 


Aikins, W. H. B.: The Use of Radium in the Treat- 
ment of the Leukzemias and Hodgkin’s Dis- 
ease. Am.J. Roentgenol., 1923, x, 853. 


It has been shown that in animals as well as man 
the lymphocytes are the first to show the effect of X- 
and radium rays, but it is noted that in leukemia 
they are destroyed a great deal more readily than 
in inflammatory conditions (Levin). More can be 
done with radium in splenic leukemia than in any 
other fatal disease. The patient improves immedi- 
ately and regains his appetite; sometimes his general 
condition is much better at the end of twenty-four 
hours. The blood picture changes rapidly, and 
finally the spleen recedes. 
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The author cites a case in which 2,750 mgm.-hr. 
reduced the blood count by 190,000 in two days and 
reduced the spleen 2 in. in four days; the patient was 
able to return to work at the end of one week and 
has been in good health for four months. Another 
patient, who was treated five times in two years, 
gained strength after each treatment except the last. 
Death occurred two years after the radium treat- 
ment was begun. In another case, which is still 
under treatment, the condition has been held in 
check for three years. The white count was reduced 
from 333,000 to 236,000 in five days and when the 
patient was last seen was 62,000. Radium has an 
extraordinarily rapid and powerful effect on this 
type of leukemia but unfortunately this improve- 
ment is not permanent. 

Of the chronic types of leukemia the myeloge- 
neous responds best to radiation. In the author’s 
cases large flat applicators well screened are placed 
over the spleen in preference to tubes and are left 
in place until an erythema is produced. From 2,500 
to 4,000 mgm.-hr. are given at a time and the inter- 
vals are varied according to the requirements of the 
particular case. A few patients had nausea, vomit- 
ing, and diarrhoea, but these symptoms ceased in a 
few days. Many cases of lymphatic leukemia are 


benefited by radium but the enlarged glands are sp 
scattered over the body that it is difficult to apply 
a sufficient dosage of gamma rays. As a rule, the 
white count is markedly reduced, and frequently the 
glands return to their normal size. The spleen oj 
Banti’s disease is often reduced in size sufficiently to 
permit splenectomy. 
Hodgkin’s disease may be successfully treated 
with radium; the size of the glands is reduced and 
the general condition is improved but there is little 
blood change. However, the diagnosis of Hodgkin's 
disease is difficult and in cases so diagnosed autopsy 
sometimes reveals, instead, a small-cell sarcoma or 
lymphogranuloma. In a case diagnosed as Hodg- 
kin’s disease in 1917 radium treatment caused such a 
marked reduction of the enlarged cervical and axil- 
lary glands that in 1923 the patient was able to take 
out life insurance. Slight enlargement of the leit 
cervical glands remains, but the inguinal and axillary 
are not palpable. In another case the condition was 
held in check with radium; the glands involved, the 
cervical glands, responded to treatment each time. 
Another case, which was first treated in 1920, is now 
clinically cured. The condition had been present 
for four years and had recurred after surgical 
excision. A. James Larkin, M.D. 
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SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Konrich, F.: The Re-Sterilization of Catgut (Ueber 
Nachsterilisierung von Catgut). Arch. f. klin. Chir., 
1923, CXXV, 275. 

As a part of a large supply of catgut made during 
the war was found not sterile, efforts were made to 
re-sterilize it. The following three methods were 
tested: 

1. The Claudius method. The catgut was placed 
for eight days in a solution of 1 c.cm. iodine, 2 gm. 
of potassium iodide, and sufficient water to make 
100 c.cm. (Lugol’s solution). 

2. The Braun-Melsungen method. The catgut 
was placed for at least twenty-four hours in a solu- 
tion of 2 c.cm of iodine, 4.3 gm. of potassium iodide, 
distilled water sufficient to make 500 c.cm., and 
soo c.cm. of alcohol. 

3. The Heusner method. The catgut was placed 
for a period of several days in a solution of 3 c.cm. 
of iodine, 225 c.cm. of benzine, and 75 c.cm. of liquid 
paraffin. 

Tests showed that only the Lugol’s solution 
sterilized. Iodine-alcohol and iodine-benzine solu- 


tions failed so often that they proved useless. As 
alcohol and benzine cannot soften the catgut, the 


iodine cannot penetrate it. The Lugol solution 
softened the catgut but did not weaken it any more 
than the other solutions or as much as soaking in 
water. ZILLMER (Z). 


Ruef, H.: A Further Report on the Clinical Use of 
Cutis-Subcutis Transplantation (Weiterer Bei- 
trag zur klinischen Verwendung der Cutis-Subcu- 
tisverpflanzung). Arch. f. klin. Chir., 1923, cxxv, 
366. 

Ruef reports the cases in which cutis-subcutis 
transplantations were done during the past year at 
the surgical clinic of the University of Freiburg. 

In this operation no free tissue transplantation is 
attempted, but the connective tissue present at the 
site is stimulated through irritation. 

The transplants are often taken directly from the 
field of operation but usually from the outer side of 
the upper portion of the thigh. Here the cutis can 
be easily removed in one strip. In the stripping of 
the cutis the characteristic white, net-like perforated 
stratum reticulare of the subcutis will serve as 
a guide. According to Rehn the stripping of the 
layer of cutis is facilitated if the skin is frozen 
with ethyl chloride. The inclusion of the stratum 
teticulare in the transplant is recommended because 
of its high resistance. 

Cutis-subcutis transplantation was used by Rehn 
ten times in cases of hernia, once as a substitute 


for tendon, five times in loose joints, once in a case of 
habitual luxation of the patella, and twice in cases of 
fistula of the bladder. The course of the cases has 
demonstrated anew that the transplantation mate- 
rial under discussion meets the most severe mechani- 
cal requirements. Beyond this it is not remarkable 
as the cases of infection indicate. In histological 
sections the newly formed fascia and tendon tissues 
can be readily distinguished. HaGEMANN (Z). 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Schoenbauer, L., and Demel, R.: Investigations of 
the Bacteria in Aseptic Operative Wounds and 
the Behavior of Drainage Material (Bakterio- 
logische Untersuchungen ueber den Keimgehalt 
aseptischer Operationswunden und ueber das Ver- 
halten des Drainagematerials). Arch. f. klin. Chir., 
1923, CXXiv, 196. 

The secretion was taken for examination before 
the suturing of the musculature in twenty-one cases 
of thyroidectomy and was found sterile in twenty 
cases in which the duration of operation was one to 
two hours. In one case, in which the operation con- 
sumed three hours, isolated colonies of staphylococ- 
cus albus grew on bouillon and agar. 

After major operations on the stomach and gall 
bladder, the secretion was absolutely sterile when 
the operation did not last longer than an hour and 
a quarter. After operations of longer duration, sta- 
phylococcus albus usually grew on the nutrient media 
and in isolated cases Gram-positive cocci. Inalarge 
series of cases no pathogenic organisms were found 
in drains lying for twenty-four hours in the wound 
cavity. In a few cases staphylococcus albus, staphy- 
lococcus aureus, and staphylococcus pyogenes au- 
reus were demonstrated. HouMEIER (Z). 


Melchior, E., and Lubinski, H.: The Bacteriology 
of the Cleansed Granulating Wound (Zur 
Bakteriologie der gereinigten granulierenden Wunde). 
Zentralbl. f. Chir., 1923, 1, 1271. 


There is a generally prevalent false conception that 
the granulating wound is a field of action for bacteria. 
The authors therefore conducted investigations 
on the bacterial content of freshly granulating 
wounds. 

The secretion, obtained with a platinum loop, was 
transplanted to ascites agar, Loeffler’s serum, and 
meat bouillon; besides, smears were examined 
microscopically. A series of sixty-nine cases, in 
which only a single inoculation was made, showed 
that the bacterial flora is much less than is generally 
assumed. The specimens from fifty-nine wounds 
were positive, and from ten sterile. Bacilli of the 
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diphtheria group were found seven times and true 
diphtheria was found four times. The staphylococ- 
cus aureus hemolyticus and the staphylococcus albus 
were found most often; streptococci alone were 
found only once and together with other bacteria 
nine times. 

In a second series of experiments it was shown by 
frequently repeated experiments that the bacterial 
flora of a wound is subject to considerable variation. 

WoHLGEMuTH (Z). 


ANZSTHESIA 


Trotter, W., and Wheeler, Sir W. I. de C.: Anzs- 
thesia from the Surgeon’s Point of View. Brit. 
M. J., 1923, ii, 791. 

Trotter chooses the anesthetic to suit the par- 
ticular case. For general use he prefers ether. Chlor- 
oform he employs for all mouth, jaw, larynx, and 
pharynx conditions and almost invariably with 
laryngotomy or tracheotomy openings which render 
its use safer. He employs chloroform also in a large 
number of brain and spinal cases, and for radical 
breast amputations. Nitrous oxide he selects for 
delicate or enfeebled patients, and if necessary 
supplements it with pre-operative hypodermics of 
morphine, local anesthesia, or small amounts of 
ether vapor. 

Among regional methods he now considers spinal 
anesthesia safe, but states that it is limited physio- 
logically to persons whose circulatory system is in 
reasonably good condition and capable of reaction, 
and is limited anatomically to operations which 
cannot be extended much above the umbilicus. 
Sacral anesthesia is used for limited operations on 
the perineum, such as hemorrhoid operations. 
Nerve trunk anesthesia is especially valuable to 
block the intercostal nerves in operations on the 
chest and abdomen, and to block the brachial plexus 
— the clavicle for surgical work on the upper 
limbs. 

Next to ether, local or infiltration anesthesia has 
the widest application. It is particularly useful in 
all superficial and definitely limited dissections and 
when inhalation narcosis is contra-indicated. 

Wheeler emphasizes the importance of construc- 
tive pre-operative preparation by alkalinizing the 
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urine with bicarbonate of soda, the avoidance of 
harmful purgation, the administration of large quan. 
tities of water by mouth or of saline solution by 
rectum for ten to twelve hours before operation, and 
in critical cases and those of children, the adminis. 
tration of glucose for a day or two prior to the surgi- 
cal work. For cases of sudden collapse he urges the 
employment of the abandoned method of direct arti- 
ficial respiration, the patient’s lungs being inflated 
by blowing into them either through the mouth- 
piece of the ether inhaler or through the closed fist. 
Boyd and McConnell consider oil-ether colonic 
etherization especially desirable for general surgery 
on the head and neck. 
GeorcE R. McAuttrr, M.D. 


Sington, H.: Anzsthesia for Children. Brit. /./., 
1923, ii, 8or. 

As the child is a more delicate organism than the 
adult, it is necessary to conserve his strength in every 
way, as by avoiding harmful pre-operative starva- 
tion and purgation. An additional safeguard is a 
routine urinalysis which may reveal a carboluria 
when carbolic fomentations have been used, or an 
acetonuria, both of which contra-indicate operation. 
Acetonuria often develops from apparently very 
slight changes in the diet and is far more prev- 
alent than is generally believed; it was found in 
62 per cent of cases. To prevent this condition 
glucose should be given for two days prior to opera- 
tion and continued in the after-treatment. A further 
prophylactic measure is a hypodermic injection 
of atropine to keep the narrow airway free from 
secretions. 

Ether is the anesthetic of choice but nitrous oxide 
is selected for such cases as hypertrophic pyloric 
stenosis or intussusception and ethyl chloride is used 
for dental extractions. Gentleness and understand- 
ing are especially desirable in an anesthetist for 
children. 

Convalescence is rendered more comfortable by 
instilling a drop of castor oil in each eye when 
the administration of the anesthetic is finished, by 
sponging out the mouth with normal saline solution, 
and by lessening postoperative pain by rectal sed- 
atives of potassium bromide and aspirin. 

GeorcE R. McAututrFr, M.D. 
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ROENTGENOLOGY 


Coolidge, W. D., and Moore, C. N.: A Water-Cooled 
High-Voltage X-Ray Tube. Am. J. Roentgeziol., 
1923, X, 884. 

The authors describe and illustrate by diagrams a 
new type of tube with a water-cooled anode and a 
high capacity. They discuss also the type of trans- 
former and insulated water-cooling system most 
suitable for activating it. 

The output of the tube, which has a capacity of 50 
ma. and 250,000 volts, is greatly influenced by the 
type of generating apparatus and varies also when 
different transformers of the same type are used. 
With the interrupterless type of transformer, the 
tube operates better with a ballast resistance control 
than with an autotransformer control. It gives a 
greater output with a constant potential continuous- 
current type of machine than with an interrupterless 
type. 

¢ compared with the present type of tube operat- 

ing under the present average conditions (5 ma. and 
200,000 volts), this new water-cooled tube gives 
four and three-tenths as much X-ray intensity at 
30 ma. and 200,000 volts, eight and twenty-seven 
hundredths times as much at 30 ma. and 250,000 
volts, and fourteen or fifteen times as much at 50 
ma. and 250,000 volts. With these high currents 
and voltages, the X-ray intensity is not proportional 
to the milliamperage, probably because of distortion 
of wave-form, but is essentially proportionate to 
energy input. 

The question of the desirability of such an in- 
crease in X-ray intensity in therapy must be deter- 
mined by the members of the medical profession. 

Cuarces H. Heacock, M.D. 


Rieber, F.: Standardization of Roentgen Output. 
Radiology, 1923, i, 153. 

The problems presented in standardizing roentgen- 
ray output are defined by the author as follows: 

1. The roentgen-ray tube should be treated as a 
converter. Its output of useful rays may be deter- 
mined: (1) indirectly, by making measurements 
relative to the electrical input and estimating the 
probable output; and (2) directly, by measuring the 
output itself. 

2. The choice between these two methods de- 
pends on: (1) the accuracy with which the final 
quantity of radiation may be determined, and (2) the 
complexity and expense of the apparatus involved 
and its adaptability for general use. 

3. The indirect method (measurement of the in- 
put and estimation of the output) is in wide use 
today, but is very inaccurate. If it is to be used, one 
of the following additional steps must be taken: 


(1) If the cause of inaccuracy can be determined to 
reside in the meastrements of input, additional 
measurements or safeguards must be developed and 
provided so that the reading of the input may be 
made to mean something definite in the way of out- 
put. (2) If the cause of inaccuracy can be determined 
to reside in the roentgen-ray apparatus supplying 
current to the tube, this apparatus must be modi- 
fied so that the discrepancy will be reduced and the 
present method of measuring input may give a 
satisfactorily accurate determination of the output. 

4. To determine the relative availability of the 
direct method of measurement, the following factors 
must be considered: (1) Can the beam of roentgen 
rays be used to produce a measurable effect on some 
indicating substance which will correspond to the 
biologic intensity of the action of the ray? (2) Can 
this indication be made to operate an apparatus 
sufficiently dependable for general use? (3) Can the 
indication of this apparatus be made to apply 
directly to the problem in hand without the neces- 
sity of computations or corrections? 

The various points of the outline are given detailed 
consideration, and the inaccuracies resulting from 
measurements of dosages depending on input even 
with the most modern appliances are pointed out. 
With a view to measuring the roentgen-ray output 
directly in a manner adaptable to general use, the 
author has devised a dosimeter which he describes. 
The advantages of its use are given by him as 
follows: 

1. The skin dosage is obtained directly by reading 
the meter indication, without the necessity for com- 
puting the square of the distance. 

2. The total dosage is recorded, even if the ap- 
paratus is running with the milliamperage a little 
too high or a little too low. 

3. If filters of a known thickness are used and the 
skin area is placed at a known distance from the 
target, a certain depth dosage will be given by the 
given skin dosage, and this depth dosage will not 
vary greatly even for considerable changes in the 
spark gap on the apparatus during operation. 

In conclusion, the following summary is offered: 

Estimating roentgen-ray dosage output in terms 
of the milliampere and spark-gap input to the tube 
is highly inaccurate and unsuited for the purposes of 
therapy. 

Occasional measurements of the roentgen-ray out- 
put by ionization methods are of assistance in ena- 
bling the operator to approximate dosage more closely, 
but such occasional measurements do not by any 
means define what is happening continually during 
the use of the machine. 

A method of measuring dosage continually while it 
progresses and adding the total effective value of 
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dosage given to one patient on an easily visible scale 
has been developed and is presented herewith. 
Tests on this method to date indicate that it will 
be sufficiently reliable for general use and that it will 
provide an interchangeable standard of measure- 
ment. Hartunc, M.D. 


Gottlieb, C.: The Use of Isoddsis Curves in X-Ray 
Therapy Showing the Inaccuracy of the 
Dessauer Charts. Am. J. Roentgenol., 1923, x, 
896. 

In the experiments reported three methods of 
measurement were used: (1) the roentgen dosimeter 
of Siemens and Halske, (2) the neointensivereform 
apparatus of Dessauer, and (3) a photographic film. 
In all instances, the measurements agreed with those 
reported by Holfelder. 

When compared with Dessauer’s results, the 
following differences were noted: 

1. The primary cone was sharply defined instead 
of being surrounded by a wide and only slightly 
weaker stray-field. The latter can be neglected for 
therapeutic purposes. 

2. A contraction of the stray-fields was noted at 
the surface and a second contraction at greater 
depths instead of a divergence below the surface. 

3. The intensity value was lower, especially at the 
greater depths. 


Center Two cm. Four cm. Six cm. 
Depth ray* lateral from | lateral from | lateralfrom 

center center center 

o | 100(100) | 98 (94) 12 (57) 5 (27) 
2 95( 79) | 90 (76) 17 (51) 9 (27) 
4 75 ( 65) 70 (62) 23 (45) 11 (26) 
6 54( 55) | 51 (52) 24 (38) 12 (25) 
8 39 ( 46) | 37 (44) 20 (34) 11 (23) 
10 28 ( 39) 27 (37) 15 (29) 9 (2c) 
12 20 ( 33) 19 (31) 12 (25) 6 (16) 
14 14 ( 26) 14 (24) 9 (21) 4 (13) 
16 9 ( 22) 9 (22) 5 (15) 3 (13) 


* Figures in parentheses are the intensities as given by Dessauer. 


4. There was a prominent bump at the beginning 
of the curve instead of a logarithmic curve. 
Cuarces H. Heacock, M.D. 
Cushway, B. C.: The Present Status of Deep X-Ray 
Therapy. Illinois M. J., 1923, xliv, 350. 


The author reviews the apparatus used, the tech- 
nique employed, and the results obtained prior to 
1902. The improved and more powerful equipment 
of today, the present better knowledge of the 
physics involved, and the more accurate modern 
method of measurement are contrasted with those 
of the earlier period. The results obtained have 
not improved in proportion to the advancement 
in equipment, technique, and scientific knowledge. 
This may be explained on the basis of the clinical 
knowledge and judgment of the pioneers in roent- 
genology. 


However, good results are being reported more 
uniformly, and relief is being given in many cond. 
tions in which X-ray treatment was not attempted 
in the earlier days. Lesions too deep for treatment 
with the earlier equipment are responding to the use 
of 200,000 volts. The author cites several cases of 
deep malignancy in which improvement was noted 
following deep therapy. Four of these were cases of 
carcinoma of the cesophagus. 

Working in a postgraduate institution, Cushway 
has been impressed by the necessity for a better 
understanding on the part of the general practitioner 
regarding conditions amenable to X-ray treatment. 
To malignancy and the dermatoses we must add 
glandular hyperplasia, leukemia, hyperthyroidism, 
persistent thymus, disturbances of ovarian function, 
uterine fibroids, otosclerosis, hypertrophy of the 
prostate, hypertrophy of the tonsils, keloids, and 
conditions in which it is desired to influence the 
clotting time of the blood. 

Cartes H. Heacock, M.D. 


Dessauer, F.: The Treatment of Carcinoma with 
the Roentgen Rays: Lectures on the Physical 
Bases of Deep Therapy (Zur Therapie des Carci- 
noms mit Roentgenstrahlen: Vorlesungen ueber die 
physikalischen Grundlagen der Tiefentherapie). 
Ed. 2. Dresden: Steinkoff, 1923. 


The author reviews the development of deep 
roentgen therapy. On account of their great number, 
he does not mention the various writers on this 
subject, referring chiefly to his own work to explain 
the action of the roentgen ray on deep tumors from 
the physicist’s point of view. 

In the first lecture, which deals with the problem 
of combating carcinoma with physical agents and 
the possibility of its solution, the author discusses 
the manner in which the elective action of the roent- 
gen rays can be applied to the treatment of deep foci 
of pathological cells without damaging normal 
tissues, especially the skin, and defines the terms 
“quantitative” and ‘qualitative homogeneity.” 
Rays of short wave length act differently than those 
of long wave length and consequently have a dif- 
ferent effect. Therefore qualitative homogeneity is 
essential as well as quantitative homogeneity. 
In order to measure accurately and to utilize dif- 
ferences in sensibility, not only the same kind but 
also the same strength of rays must be used on the 
different tissues. 

In the second lecture, which deals with the elec- 
trochemical basis of deep therapy, the author dis- 
cusses the possibility of obtaining homogeneous 
rayings by: (1) enlarging the focus, (2) creating 
hard rays and filtering them, and (3) crossfiring. In 
this connection, he describes his transformer and 
discusses its importance in the construction of a 
substantial apparatus. 

The third lecture, on the laws of the penetration 
and distribution of the rays in matter, gives in the 
form of rules and formule the relationship of hard- 
ness and efficiency to the tension and the relation of 
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absorption and resistance when hard and soft rays 
penetrate bodies of high and low atomic weight. 
Dessauer describes in detail the methods by which 
he and Vierheller measured the depth doses in the 
water phantom and compares their findings with 
those reported by others. He gives also some of 
the known isodose curves of longitudinal and cross 
sections through various single and combined ray 
pyramids. On the basis of his investigations he 
rejects the cross-fire method with many small fields 
because it is of doubtful value in the raying of large 
fields. In conclusion he discusses the possibility of 
increasing the depth dose by the application of 
“additional strata.” 

In the fourth lecture, which deals with the prac- 
tical application of the physical principles of depth 
raying, Dessauer gives the practitioner practical 
advice with regard to the planning and technique 
of raying. The first rule is to form from the com- 
plicated geometrical shapes of the human body a 
simple shape by the superposition of layers. When 
this is done it is possible to know with exactness how 
the rays will be distributed internally. In cases of 
carcinoma of the tongue Dessauer fills the mouth 
with mush, and in cases of carcinoma of the stomach 
he fills the stomach with water containing a peri- 
stalsis-inhibiting drug. This he does to establish 
the same favorable conditions that obtain in the 


uterus. The good results obtained in carcinoma of 
the uterus he attributes to the location of the disease 
area in the depth of a large zone. 

With the aid of numerous isodose curves in one 
plane, the type of rays, the focus distance, the size 
and number of the portals, and the position of the 
central ray are made out. To perform raying the 
author requires a holder attached to the raying 
table. The Dessauer-Warnekros holder and its use 
are described with illustrations. Wenme_R (Z). 


Warren, S. L., and Whipple, G. H.: Roentgen-Ray 
Intoxication. J. Am. M. Ass., 1923, Ixxxi, 1673. 


The findings of studies made on animals indicate 
clearly that the intestinal epithelium is peculiarly 
sensitive to the hard roentgen rays used in modern 
therapy. In previous contributions the authors and 
others have shown a definite relationship between 
this sensitivity and roentgen-ray intoxication. In 
this article, Warren and Whipple review in the light 
of this knowledge some of the scattered and in- 
complete case reports to show that the intestinal 
epithelium in man is sensitive to the hard or short 
wave-length roentgen rays. These observations in- 
dicate that care and judgment must be used in the 
exhibition of such rays when the intestines are in- 
cluded in the field of irradiation. 

Hartune, M.D. 
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Head 
Extensive bony necrosis with total avulsion of the scalp 


and its treatment. DurrrmMann. Deutsche med. 
Wehnschr., 1923, xlix, 1438. 

Cranial radiography. R. KNox. Arch. Radiol., 1923, 
xxviii, 161; Arch. Radiol. & Electrotherapy, 1923, xxviii, 
205. [309] 

The treatment of fractures of the skull with hypotension 
of the cerebrospinal fluid. R. Lertcue. Bull. et mém. Soc. 
de chir. de Par., 1923, xlix, 1422. 

Plastic surgery of the face and neck. J. E. SHEEHAN. N. 
York M. J. & Med. Rec., 1923, cxviii, 676. 

Parotitis following acute suppurative appendicitis. M. 
T. Super. Surg. Clin. N. Am., 1923, iii, 

Postoperative infective parotitis. W.H.Fisuer. Ann. 
Surg., 1923, Ixxviii, 568. [309] 

Observations on the etiology of osteomyelitis of the jaw. 
H. Brascu. Deutsche Monatsschr. f. Zahnheilk., 1923, 
xli, 641. 

Resection of the upper jaw. H. Picuiter. Deutsche 
Monatsschr. f. Zahnheilk., 1923, xli, 513. 


Eye 


Injuries to the eyes from broken glasses. A. BRANLEY- 
Moore. Canadian M. Ass. J., 1923, xiii, ‘ 

Ocular interpretations in the diagnosis of systemic dis- 
ease. H. H. McGuire. Virginia M. Month., 1923, 1, 630. 

A new operation for ptosis with shortening of the levator 
and tarsus. L. De Biaskovics. Arch. Ophth., 1923, lii, 
563. [309j 
Symplepharon relieved by the use of wax mould and 
thin skin grafts: report of two cases. W. R. Parker. J. 
Michigan State M. Soc., 1923, xxii, 517. 

The etiology and evolution of trachoma. M. NIcoLicu. 
Prog. de la clin., Madrid, 1923, xxvi, 662. 

The treatment of trachoma by sunlight. E. Campos. 
Brazil-méd., 1923, xxxvii, 315. 

The treatment of trachoma: anatomopathological find- 
ings which modify the classical conception of this disease. 
Nico.icu. Prog. de la clin., Madrid, 1923, xxvi, 744. 

The management of heterophoria. W. ZENTMAYER. 
Atlantic M. J., 1923, xxvii, 61. [310] 

A case of endothelioma of the ciliary body. T. H. BuTLER 
and E. W. Asstnper. Brit. J. Ophth., 1923, vii, 549. 

An unusual case of vernal catarrh. A. O. Princst. Am. 
J. Ophth., 1923, 3 s. vi, 996. 

A case of conjunctival melanosarcoma. 
Atonso. Clin. y lab., 1923, ii, 566. 

Keratitis of bacillary origin. A. Martin and E. ApRoGuE. 
Semana méd., 1923, Xxx, 1253. 

Preliminary note on the X-ray treatment of interstitial 
keratitis. H. H. Bywater and F. C. Prummer. Brit. M. 
J., 1923, li, 1152. 


N. PuyatA 
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HEAD AND NECK 


The history of keratoplastic operations to date. A, 
Exscunic and H. S. GrapLe. Am. J. Ophth., 1923, 3s. vi, 


998. 

Etiology of iritis. E. E. Irons and E. V. L. Browy. J. 
Am. M. Ass., 1923, Ixxxi, 1770. (310) 

Ameebic iritis occurring in the course of non-dysenteric 
ameebiasis. L. Mitts. Arch. Ophth., 1923, lii, 525. [310] 

Iridectomy in glaucoma: a new technique. [. Torok. 
Arch. Ophth., 1923, lii, 574. (310) 

Common mydriatics and cycloplegics. G. H. Mvnor, 
Illinois M. J., 1923, xliv, 411. 

Siderosis and dilated inactive pupil. N. M. Biack. Am. 
J. Ophth., 1923, 3 s. vi, ggo. : 

Subconjunctival dislocation of the crystalline lens, with 
the report of three cases. T. L. Battey. Kentucky M. J., 
1923, xxi, 644. |311) 

Traumatic cataract and hernia of the iris. J. D. Gov- 
ZALEZ NAVARRO. Rev. de med. y cirug. de la Habana, 1923, 
Xxvili, 877. 

Modern aids to cataract extraction. G. S. Derry. J. 
Am. M. Ass., 1923, 1xxxi, 2091. 

Cataract extractions performed by Prof. Josef Meller of 
Vienna, 1919-1921. H. BarKAN. J. Am. M. Ass., 1923, 
Xxxi, 2086. 

Phacoeresis. L. Mitts. Am. J. Ophth., 1923, 3 

A conjunctival apron or safety flap in cataract extrac- 
tion: a plea for its adoption as a routine procedure. J. 
Wotrr. Arch. Ophth., 1923, lii, 554. {312} 

Elective localization in the eye of bacteria from infected 
teeth. R. L. HapEN. Arch. Int. Med., 1923, xxxii, 828. 

The relation of focal infection in the production of ocular 
disease. H.M. Lancpon. Virginia M. Month., 1923, |, 
603. 
Chronic gonorrhceal prostatitis, a possible etiological 
factor in certain inflammations of the eye—with a report 
of cases. A. H. Toomasson. Arch. Ophth., 1923, 


Destructive intra-ocular tuberculosis. G. F. Lissy. Am 
J. Ophth., 1923, 3 s. vi, 998. 

Milk injections in ophthalmology. D. W. STEVENSON. 
Ohio State M. J., 1923, xix, 870. 

Intracisternal injections in the treatment of luetic optic 
atrophy. S. R. Grrrorp. Brit. J. Ophth., 1923, vi i 

The technique and reaction of intracranial mercuric 
bichloride injections. J. J. Keecan. Brit. J. Ophth., 1923, 
vii, 522. {313} 

Premature presbyopia. W. F. Bonner. J. Am. M. Ass., 
1923, Ixxxi, 1837. 

Exaggeration of amblyopia shown by the cylinder test. 
E. Jackson. Am. J. Ophth., 1923, 3 s. vi, 999- 

Bitemporal contraction of the fields of vision in preg- 


nancy. M. Carvitt. Am. J. Ophth., 1923, 3 s. vi, 5:3 


S 
Ixx, 
D 
H.! 
B 
of a 
M. 
H 
J T 
and 
$50. 
| 
A 
the 
méd 
T 
Jaci 
logic 
nosi 
P 
But 
A 
DEN 
707. 
A 
v.32 
men 
In 
In 
DICT 
| Yor! 
. N 
N. ¢ 
0 
35. 
Se 
Oph 
Tl 
dept 
cal ¢ 
Proc 
left 1 
xix, 
Or 
Rhir 
1923 
Ac 
J. Io 
U 
speci 
FRIE 
1923 
In 
tion 
1923 
A 
GaLi 
|_| 


BIBLIOGRAPHY OF CURRENT LITERATURE 


Scintillating scotoma. M. M. Amat. Siglo méd., 1923, 
yg oe on the clinical significance of scotometry. A. 
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The modern electric ophthalmoscope; its disadvantages 
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Se nall electric ophthalmoscopes. B. Graves. Brit. J. 
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‘A detail of ophthalmoscopic technique which simplifies 
the examination of the fundus. E. A. Carrasco. Rev. 
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The ophthalmoscope in general medical diagnosis. E. 
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